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THE RETURNING SERVICEMAN AND 
HIS PROBLEMS* 


By Brigadier J. C. Meakins, R.C.A.M.C. 


S Winnipeg is the geographic centre of our 

country, so the responsibility of sociologists 
will in large measure be the centre of the 
serviceman’s post-war problems. Before I pro- 
eeed farther I think I should make it quite 
clear that what I am going to say are personal 
opinions and concepts and in no way can be 
taken as representing any official policies so far 
as the Army or the Government are concerned. 
As the common phrase goes, ‘‘ Any similarity 
between persons or opinions living or dead is 
purely coincidental’’, 


The term ‘‘serviceman’’ has I presume been 
intentionally selected as it includes the sailor, 
soldier and airman. For the sake of clarity 
and brevity I will use that designation with the 
understanding that there are variants between 
the members of the three Services but these are 
variations in detail rather than in general 
principle. 

It would be well for us first to consider how 
the serviceman is different from civilians. The 
only profession which does not exist in any num- 
bers in Canada during peace time is the warrior, 
and particularly the soldier. The sailor as a 
merchant seaman or fisherman in the natural 
course of his trade battles with the seas. The 
airman is in his natural environment in peace- 
time when he is servicing or piloting airplanes 
of various types. It is also important for us 
to remember that the warrior at sea or in the 
air has really as his enemy another ship or plane 
rather than an individual man, The soldier on 
the other hand must be trained as a fighter or 
as a personal killer, as in large part his enemy 
is intimate and individual. It is a man-to-man 
struggle. He knows his enemy and his friend. 





* Read at a Conference on Social Work, Winnipeg, 
-May 17, 1944. 
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The difference between them is quite clear-cut 
and definite. 

‘*Morale’’ is a word commonly used in the 
armed forees. It is a word hard to define and 
has different concepts to different people, but 
it may be stated as follows: a conviction of per- 
sonal power; confidence and worth animating a 
group in relation to the task in hand. The 
strivings or needs of men which may be brought 
into play in the creation and maintenance of 
morale are those which tend towards the stabili- 
zation of any group. It is clear that group 
membership tends to enhance greatly the sense 
of personal power by seeing oneself multiplied 
in one’s many fellow members. One’s uniform, 
drill, ete., tend toward this end. All are 
equipped with weapons, further enhancing the 
sense of personal and group potency. This 
feeling is reinforced by leader prestige. In this 
sense even the tendency to submit to the 
authority of leaders is a help for group soli- 
darity, having in it an important element of 
common devotion to a chief. The leader is 
indeed the focus point of group loyalty. Each 
member through identification with him has at 
least that quality uniting him with all other 
members. A leaderless group is a mob or rabble. 

The need of comradeship and solidarity is 
closely related to the status which one enjoys 
in the group and which the group itself enjoys 
in the eyes of others, rival groups or the nation 
itself. A man needs to be valued and appreci- 
ated for what he is doing and to believe that 
what he is doing is right and virtuous. There- 
fore the group must provide him with a sense 
of protection and security. He needs to feel 
that it will stand by him and do all it can for 
his well-being and safety. This also makes him 
feel that he is valuable and of concern to some- 
one, Dangers faced and completely overcome 
by the group yield further material for mutual 
ties of esteem and solidarity. It lies in the feel- 
ing of having seen each other with all the veneers 
off, each man as he really is. 
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It was towards this end that individual 
citizens had to be moulded and trained as 
servicemen, where it is a virtue to kill and a 
responsibility to neglect the thought of self and 
to protect the comrade. This need required a 
revolution in our whole moral and social out- 
look. The year 1919 found the world wearied 
and bewildered, from what was considered to 
be a cataclysm out of which men came stunned 
and soiled. It was not surprising therefore that 
there resulted 20 years of pacificism which grew 
with increasing tempo as each year passed. 
‘Safety first’? was the motto and each man 
acquired a firm belief that his own skin was 
inviolable. It was a sin to kill, which is as it 
should be, but not as a universal moral code. 
Defence of one’s home and country if necessary 
by such means should be considered a virtue. 
Furthermore, the ‘‘bad boy’’ was usually the 
one who had all the exuberance of the honest 
young male animal. <A bloody nose, a black eye, 
or a broken arm were more often than not con- 
sidered to be the result of a deviation from the 
path of virtue, although each might surrepti- 
tiously be exhibited as marks of prowess while 
still a disgrace to ‘‘authority’’. The gang be- 
came the outlet and illicit expression of the herd 
instinct towards independence of action and 
that unification of spirit which is the psycho- 
logical basis of an army and of its morale. It 
is to the credit of many of our youth that this 
unnatural veneer of selfish virtue was only skin- 
deep. But taking it all in all it went deeper 
in the majority. 

This period was plagued by two economic 
antithetic decades. The roaring and fictitious 
prosperity of the ‘‘twenties’’ was followed by 
the doleful and realistic poverty of the 
‘‘thirties’’. It is difficult to emphasize suffici- 
ently the importance of the second decade upon 
the problems which the serviceman will have to 
face when this war is over, as it was from 
material with this background that our armed 
forces had to be produced. These factors are 
of great importance for us to ponder in order 
to realize their full import. 

The modern sailor, soldier or airman is by 
and large under thirty years of age and there- 
fore the product of this period. That many 
have survived its influences is well borne out by 
the large numbers who have volunteered for 
general service but there must also be taken 
into consideration the group many times larger 
who have not been so motivated. The impor- 
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tance of this rests in the fact that the returned 
serviceman will be a definite type unto himself, 
which as I will attempt to show later will create 
a specific problem inherent in this difference. 

In all three Services there is found a fairly 
definite division into two groups, on the one 
hand the fighting man, who is called in the 
Army the general duty soldier, the other group 
being tradesmen. We have the same distinction 
in the Navy where there are those employed en- 
tirely at sea, and the others entirely on land, 
and in the Air Force there are the air crew and 
the ground crew. Let us deal with the latter 
group, or tradesmen, first. There has probably 
been no greater technical educational system in 
the world than that offered to this group by the 
three Services. It is true that these trades are 
specially designed for the needs of the armed 
services but amongst them there is no particu- 
lar occupation or science that is not represented 
in large numbers, except perhaps farming and 
fishing, and even the latter is not altogether 
neglected, as the fisherman and the merchant 
mariner have to contend with the forces of the 
sea and the enemy. 

The former group, the real fighters, which 
are in absolute essence represented by the 
soldier, has but one technique, namely to meet 
the enemy face to face and kill or be killed. 
There is little romance in living days on end 
in a fox hole or a trench, driving through mud, 
rubble and hell in a tank, or being landed 
hundreds of miles behind enemy lines by para- 
chute from glider or air transport to live and 
fight in enemy country with the stealth of a 
leopard and the cunning of a jackal. It is to 
such occupations that the armed forces must 
train our men, to kill more or less personally, 
or to be expert, and I mean expert, artisans in 
most callings of civil life. 

There is another aspect of this metamorphosis 
which is alike in all, but most emphatic in the 
fighting man. His life is regulated with meticu- 
lous exactness. He rises in the morning at a 
certain hour, he has his meals, spends his days 
and often his evenings in a regular round which 
is shared by all. He wears a uniform common 
to his Service, has a common code of courtesies 
and a common code of trust and dependencies. 
In addition there is a series or chain of re- 
sponsibilities. The private soldier is responsible 
for his brother-in-arms, to defend him, at the 
same time having confidence in being defended. 
From there upwards through all the ranks to a 
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Field-Marshal each is dependent upon the one 
above, and responsible for the one below. This 
series of dependencies produces the serviceman’s 
favourite outlet for perpetual grousing, as a 
child grumbles at the restrictions of the parent 
or the schoolmistress. But withal there is an 
intense sense of confidence whether they are in 
the dark, under shot and shell, or on the seas in 
sleet and storm, which leads to that binding 
faith which a child, sailor, soldier or airman 
has in his immediate leader whatever may be his 
rank. All this comes from training and dis- 
cipline, creating that most wondrous of all 
civilized attributes in the group, sometimes 
ealled esprit de corps or morale. It was found 
at Thermopyle, we learned ft as children from 
‘‘Horatio at the Bridge’’, from the ‘‘Three 
Musketeers’’, all for one, and one for all, the 
perfect civilized state where every man trusts 
his fellow and the trials of body and spirit 
are shared equally by all. The serviceman is 
above the picayune suspicions of civil life which 
are forgotten in the accepted duty to defend 
the pal or buddy as he will defend you. 

Let me outline for a moment another and 
most fundamental view of this landscape. It is 
an unfortunate circumstance that those who 
cross the ocean to fight for their country im- 
perceptibly but inevitably acquire a detached 
or almost foreign attitude towards those at 
home. This is not unique for any one country. 
It is so with the Canadians, it is so with the 
British and Australians and others in the remote 
theatres of war. These warriors acknowledge 
that Tom Jones and Mary Smith individually 
are doing a good job, but the longer they are 
away the more unreal become their home as- 
sociations. These assume the quality of a dream 
state. In fact the rapid tempo of the present 
day make a comparison with Rip Van Winkle 
not at all far-fetched. Conditions of life and 
manners change today as rapidly in four years 
as they did a century ago when Rip slept his 
twenty years in-the Pennsylvania hills. 

This intangible but very real split in per- 
sonality will be of the greatest importance in 
appreciating tue problems of the returned serv- 
iceman. It is not only applicable to the soldier 
in the field but also to those who may sit in 
padded chairs in London or be stationed with 
a Base unit in England. They unconsciously 
become remote from Canada and Canadians but 
have withal a nostalgia for the places of their 
‘boyhood. They are like the immigrant to this 
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fair land who dreams of many ports or pastures 
of long ago. Those of Scottish ties will remem- 
ber the yearning expressed in the Canadian 
Boat-Song but they would not have been happy 
on their return. Many may dispute this but 
let them pause and in their hearts be truthful. 
It is not unnatural. It stems from the civilized 
community life of the Army where all occupy 
a place of great importance where they have 
been cared for in a great and single-minded 
society. If it were otherwise it would be sur- 
prising, but to break from this will require a 
psychological and social readjustment of major 
proportions. 

I wish to point out that it will not only be 
those who have served overseas who must be so 
considered, There are thousands serving in 
Canada to whom this re-establishment in civil 
life will also be difficult. Except for the degree 
of remoteness from their families and customary 
scenes the same change to the personally inde- 
pendent from the personally dependent life of 
the armed forces will equally apply ; each and all 
have to some degree been trained to a new way 


- of life. 


With this background, which I assure you 
in all sincerity is real, what will be the problem 
of the serviceman? Our returned warriors 
whatever their service, by water, land or air, 
at home or abroad, must be reoriented into civil 
life. This I think may be taken as a funda- 
mental premise. They are, however, a con- 
glomerate group and as I have already pointed 
out, must be divided into two principal sections, 
the killers and the artisans. All have been re- 
moved from civil contacts and have lived a 
regulated even a regimented life. Great re- 
sponsibility and authority have been placed on 
young shoulders. Many have never, because of 
the doleful thirties, made a place for themselves 
in a civil environment. So the whole thing 
seems somewhat of a mess, full of contradictions, 
inequalities and social unevenness. This is 
further complicated by those who are sick in 
body and mind, and by those, who, wonder of 
wonders, have come through without crippling 
physical disability, but all have memories and 
subconscious insults which never can be for- 
gotten. Rip Van Winkle was fortunate in not 
having such nightmares. The serviceman must, 
however, carry them back into a new life or 
environment with some of the attributes of an 
old setting. Even those of us who have lived 
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here must confess that Canada although geo- 
graphically the same as in 1939, is quite different 
in many ways and will be more so in 1949. 

To the minds of most, the problems of the 
returned serviceman would be chiefly concerned 
with the healing of sickness and wounds, and 
the provision of a new suit of clothes, some 
money and a job. If this be the concept of the 
sum total of our responsibility it shows an in- 
tense lack of appreciation and imagination. Let 
us take in the first instance the serviceman who 
has had a battle injury which has produced an 
impairment of function, and at first sight a 
physical handicap. The vast majority of these 
wounds will be healed with a minimum of dis- 
ability due to the great progress of modern 
medicine and surgery. The conception that 
such a disability should be a perpetual handi- 
cap and ean be compensated for by a sum of 
money called a pension, is the essence of defeat- 
ism. The philosophy should be that although 
an individual may have a partial handicap 
such should be accepted as a limited disability, 
but every effort should be made to enhance his 
assets towards a skilful occupation which will 
create a demand for his services due to the 
excellence of accomplishment rather than the 
idea of charity. It is my belief that pensions as 
such are a poor investment not only for the 
individual but also for the country. I wish to 
make myself perfectly clear on this point. Is it 
better to inculeate in an individual a sense of 
importance in and responsibility to the com- 
munity such as the soldier has to his army, or 
ineuleate in him a sense of dependency and by 
a few continuing gratuities be rendered super- 
fluous in the ordinary round of daily life? Let 
the pension be invested with interest by the 
Government to form the basis of an annuity so 
that when the need is greater the security will 
be equally so. 

The training of a serviceman is not accom- 
plished overnight. In fact it may vary in dif- 
ferent arms of the services from ten or twelve 
weeks to as many months or more. It might 
even be taken that during the serviceman’s 
whole active career he is being trained towards 
the end of being an efficient warrior and to be 
moulded into a psychological state which makes 
him an important part of a whole. At the end 
of this time he has psychologically and socially 
ceased to be a civilian. It is true that this 
metamorphosis is not equally emphatic in every 
corps or formation of the Services, but the fact 


remains that the serviceman has ceased to be a 
civilian. Is it to be expected therefore that he 
can revert to a previous state overnight, par- 
ticularly when it be appreciated that the pre- 
vious state does not exist at the time of his 
demobilization? He has changed in outlook and 
his previous environment has changed also, not 
only in detail but in general. Therefore I sub- 
mit that intelligent demobilization cannot occur 
either for the individual nor for the armed 
forces without a period of detraining, or if one 
likes to be more specific, retraining for civilian 
activities. 

Such a concept has inherent within it many 
problems with a variety of details. Every serv- 
iceman cannot be considered as identical. There 
are Captains of battleships, Air Marshals and 
Squadron Leaders, who when they joined the 
Service were barely out of their teens. There 
are officers of the rank of Major-General, in their 
thirties, Brigadiers, Colonels and Lieutenant- 
Colonels in their twenties, all of whom have 
commanded large bodies of men in most criti- 
cal situations and battles. It is-not to be ex- 
pected that they will be satisfied to return to 
civilian status without an opportunity to use 
their capacity in leadership. They should have 
an interval of conditioning or retraining for new 
responsibilities and the place they are fit to fill 
in the life of the civil community, The same 
applies, perhaps with some differences in detail, 
to the more junior members of the Forces. 

The armed forces assumed the responsibility 
of training citizens to be servicemen, and there 
is every indication that they were eminently 
successful. Would it not be reasonable that a 
similar organization, to which equal thought 
and planning were devoted, should in an orderly 
progression retrain the members of the Services 
to meet the requirements of civilian society? 
It must be done through some organization, as 
it cannot be taken for granted, as we know by 
bitter experience, that the servicemen will be 
capable of automatically reverting to their pre- 
enlistment social state. 3 

A large number of variants must be taken 
into consideration. Time does not permit, nor 
would it be particularly profitable, to break 
down the different services into integral parts 
or to divide the servicemen into too many hori- 
zontal levels. For present consideration a few 
variants only will be considered. These are: 
(a) The serviceman who has received a serious 
physical disability such as a major amputation, 
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loss of eyesight or a crippling injury which 
prevents the complete use of one or more limbs. 
(b) Those who have contracted a severe sys- 
temic illness such as tuberculosis. (c) Psychi- 
atric disabilities of a more or less serious nature. 
(d) Prisoners of war with or without disabili- 
ties. (e€) Those who have escaped without any 
obvious wound or disability. 


It would be a simple matter if we look upon 
these problems only from the purely medical 
point of view. The wounds can be healed, the 
amputee’s stumps can be properly treated and 
artificial limbs applied. Tuberculosis is amen- 
able to treatment as in civilian life. Psychi- 
atric disabilities can likewise be handled and 
the uninjured considered to be whole. 


The next point to be considered is civilian 
employment. Again we must make reference 
to the difference between the tradesman and 
the fighting man. The former by proper 
handling with the emphasis placed on his assets 
to the exclusion of his liabilities, may be able 
to occupy a place in his old skill or be trained 
towards oceupying an important place in an 
allied skill; emphasis always being placed upon 
the importance of his being employed because 
of his skill and not through any question of 
charity. It is only by his being convinced that 
his skill justifies his employment that he can 
feel himself occupying a place of importance 
within his community. 

It has been shown by careful surveys that the 
disabled man struggles against a fair number of 
difficulties both in the outside world and in his 
own inner world. About 50% are in a state of 
emotional mal-adjustment. Mourning is the 
normal emotional reaction to bereavement and 
just as the mourner either gives way to his 
feelings or conceals them before others, so the 
disabled man inevitably mourning his lot, is 
either frankly depressed or hides his grief be- 
hind a wall of psychological defences. Hence 
the psychological approach to disabled men 
requires skilful handling of depression, based 
on understanding of its fundamental nature, 
and not pity, praise nor a ‘‘cheer up old man’’ 
attitude. 

Little attention has been paid to the reaction 
of the uninjured serviceman in his return to 
civil life. He is of the number who will be 
demobilized rapidly and little thought given to 
his requirements. Unfortunately there has 
_ grown up in the community as almost a tenet 





of faith that the best thing possible for service- 
man is reunion with his family as soon as he 
returns from the wars. There is much to be 
said for this from a sentimental point of view 
and far be it from anyone to question the senti- 
ment, but it must be appreciated that there are 
many psychological and social readjustments to 
be made. The serviceman has lived for a longer 
or shorter period within the life of a group and 
has developed an entirely new outlook towards 
his associates. There is naturally a sense of 
exultation and elation at his safe return but 
suecess and failure of his social readaptation to 
civilian life will depend on his attitude to the 
community and the attitude of the community 
to him. An important factor is undoubtedly 
his detachment from the armed service. If he 
should have been severely wounded and his de- 
sire to return to ‘‘Blighty’’ is pronounced his 
readaptation may be comparatively easy, but 
if his identification with and integration within 
the Service has been complete, detachment will 
become difficult. If he is returned for other 
reasons he may decry the separation from his 
comrades whom he envies because they are per- 
mitted to carry on, and although he may not 
recognize it he feels guilty over being out of it. 
He may be adverse to mixing with civilians 
whose intentions he may tend to mistrust. He 
tries to surround himself with serving men, thus 
painfully continuing to remind himself of what 
he may have lost. Extreme cases of depression 
may turn away from the community altogether, 
whereas other men of resentful type become 
troublesome through their impatience, irritability 
and disgruntled moods. Some men may start 
on a roaming aimless existence. 

The community on the other hand receives 
the returned disabled soldier with a mixture of 
curiosity, praise, pity and some horror. They 
acknowledge the hardships and dangers to 
which he has been exposed when they lived in 
relative comfort and comparative safety. They 
salute the returned servicemen and shower gifts 
upon them. They put up the flags, arrange re- 
unions, perfect strangers stand him free drinks, 
and sometimes present him with small sums of 
money. Inadvertently admiration for the re- 
turned hero has passed into charity if he be a 
war cripple. Both pity and excessive praise 
are ill received by servicemen who sense that 
they are equally insincere. They neither feel 
like nor wish to be treated as returned heroes. 
They feel they have done their duty, just that 
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and no more. They ask for recognition of their 
services but not for noisy praise. Most dis- 
abled serviceman try to forget their battle ex- 
periences and do not like to talk or be reminded 
of them. What is true of the large community 
is equally true of the small family circle where 
the social workers will meet their challenge. To 
see her son maimed is grievous for every mother. 
For her he is her child and she treats him as 
such. The serviceman on return home is in 
need of and appreciates acts of kindness and 
consideration but after a while he tires of being 
mollyeoddled and recovers his sense of inde- 
pendence. He then wants his disability, if pres- 
ent, to be discounted but not ignored. Many 
a loving mother or wife keeps on fussing over 
him. They open doors which he could open, 
rush up and down stairs which present little 
difficulty to him, and show great concern if he 
ventures to go out alone to mix with his fellows. 

The position of the crippled serviceman is 
perhaps an extreme but it is equally applicable 
to the uninjured as well, and particularly to 
those who have been through all the fighting 
and turmoil of the sailor from the corvette, sub- 
marine or destroyer, of the general duty soldier 
in infantry, armoured corps, artillery and the 
airman from the fighter or bomber. Their fit- 
ting into a society which is to be the fabric 
of their future life requires much more than 
merely a transitory sense of appreciation and a 
slap on the back. The community must by some 
means permit the serviceman to continue to have 
a responsible place in the community life and 
to feel sincerely that he is wanted and needed. 
The problem is not only that of the serviceman 
it is also that of the community. It is some- 
what similar to absorbing a tenth of our popu- 
lation as immigrants within a year. Such an 
undertaking requires much planning and under- 
standing. It cannot be done in a slap-dash 
fashion but will require the best brains of 
psychologists, sociologists, economists, indus- 
trialists and labour whether in the Services or 
in the civilian community. 

The armed forces have inherent within them- 
selves many of the personnel with attributes to 
accomplish this end. They have carried on a 
greater job in personnel selection and allocation 
than in most industries in Canada put together. 
They appreciate the psychology of the service- 
man, what has been done to him and still what 
must be done for him. This brings us back 
again to the question of demobilization in which 


practically all these problems are inherent. In 
general principle proper demobilization would 
apply with equal justice to those who are in- 
jured or crippled in mind or body and those 
who have no obvious disabilities. The service- 
man with a serious physical disability should 
through proper organizations begin his psycho- 
logical and social conditioning to demobilization 
as soon as it is decided that he cannot further 
serve his country. His period of hospitalization 
and convalescence may last for many weeks or 
months. His physical reinstatement will be 
comparatively easy but along with this must go 
his psychological and social reinstatement and 
according to the quality of his disability so must 
this be and not through ignorance and stupidity 
be aggravated and made more difficult. 

The serviceman who has not had the benefit 
of a physical disability must however be simi- 
larly handled. That he should have disembarka- 
tion leave is only in the way of giving him and 
his a period of ecstatic happiness, but this 
should not be too long and not be followed by 
a return to his depot or station whence he is 
discharged with the greatest expedition into an 
almost foreign community. I do not mean 
‘*foreign’’ as far as nationality is concerned, but 
foreign from a sociological and psychological 
viewpoint. It would seem only rational that he 
should then return to an organization under 
his former leaders and through an orderly pro- 
cess of reconditioning be prepared for taking 
up an honourable and useful place in our social 
structure. In the old days when horses were 
the method of transport it was the officer’s duty 
to see first to their food and bedding, then to 
that ‘of his men and finally look out for him- 
self. The same is true today but for horse, read 
tank, I would draw the parallel to demobiliza-- 
tion. Let the officer see his men ‘‘bedded down’”’ 
in civil life. It is not for me to outline in detail 
who should be demobilized first or the orderly 
sequence of this process which contains within 
itself one of the crucial factors of success. 

With this should go a very serious and intelli- 
gent assessment as to how these men can be re- 
employed. With the tradesmen it may be com- 
paratively easy, but with the non-tradesmen or 
fighting servicemen it presents great difficulties 


- and requires most intelligent handling. There 


is no use making 2,000 shoemakers or cabinet- 
makers when 200 are all the country can absorb. 
It will be stated that many men will return to 
their old occupations in the same industries as 
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before. This may be quite true, but how will 
they fit psychologically into the positions from 
which they have been absent for three, four or 
five years? Some of the old faces will be gone, 
there will be new foremen and many of these 
returned men may have commanded a regiment, 
a brigade or an army. Will they be satisfied to 
be subservient to one who has not been a mem- 
ber of the fighting society? Further, it must 
not be forgotten that during the doleful thirties 
many men occupied positions by chance rather 
than by choice and during their period in the 
armed forces have found a niche,—a niche where 
they have been truly useful and happy, after 
the manner of their employment. Others have 
learned new skills even to the skill of man man- 
agement, which is given to few and requires 
unusual qualities of mind and personality. 

‘The problems of the returned serviceman can 
only be handled in a broad, intelligent fashion. 
It cannot be overemphasized that the greater 
number of the returned servicemen have not 
been trained for jobs in the Services, are not 
tradesmen, probably have not had a developed 
skill before entering the armed services and 
during their period of service have learned the 
one skill which is to kill and to defend a com- 
rade. These two are paramount in him and 
deeply integrated in his whole outlook of life. 
The re-establishment of these warriors into 
society will present our most difficult problem. 
It must be handled with tact, only a modicum of 
sympathy as we understand the word but in 
great part as the French do. It must be done 
gradually with intelligence and within reason. 
We might take for example that returned gen- 
eral duty serviceman might be trained for a 
particular skill for which he may seem to have 
some aptitude. He is finally launched into civil 
life, but he finds himself at the end of a few 
months out of a job because of relative inept- 
ness or causes beyond his control. In other 
words there may have been a mistake made in 
assessing his relative aptitude or the opportuni- 
ties for such employment. It should be his 
privilege, indeed his duty to return to his train- 
ing centre and with complete understanding and 
tolerance his position be reviewed and a fresh 
attempt made to re-fit him into society with 
satisfaction to himself and others. It will take 
intelligence, ingenuity and persistence, but up- 
wards of 95% of all returned servicemen can 
have their problems solved in time by the com- 
bined efforts of physicians, surgeons, psychi- 


atrists, industrial psychologists, sociologists and 
the leaders of labour and industry. The re- 
mainder will probably be of that breed which 
are perpetual drifters, whether disabled or not. 
The wanderlust has always been and always will 
be in their veins but we must see to it that 
we do not create a larger number of rod-riders. 

In addition to the servicemen there are the 
servicewomen. Here the problems will be some- 
what different. It will be appreciated that al- 
though their training is not directed to the same 
end as for the serviceman there has been a 
conspicuous deviation from civilian relationships 
and environment. It is apparent that this has 
required an equal if not even greater psychologi- 
eal and emotional re-orientation than in the case 
of their brothers-in-arms. 

In fact the one single greatest and outstand- 
ing cause of invalidism, down-grading in, and 
discharge from the services has been psycho- 
somatic syndromes and emotional mal-adjust- 
ments. This has been the case in both male and 
female soldiers whether serving at home or 
abroad. It is true that many of these have been 
aggravations of pre-existing but occult tend- 
encies, but on the other hand more have resulted 
from conditions imposed by service life whether 
in training or on active service. It will be ap- 
preciated therefore that these problems are not 
as simple as they may seem. Social readjust- 
ments to the family and the community will 
parallel and overlap psychological readaptation 
and re-education. 

It is unfortunate that careful studies have not 
already been completed upon small and selected 
groups to ascertain how this ean be done. In 
fact there is not scientific knowledge available 
to lay a basis for future guidance and action. 
Some surveys have been directed towards a 
specific end but they have been in the nature 
of preliminary studies and have revealed how 
many and important are the problems entailed. 
Most of our plans designed to solve these prob- 
lems rest upon surmise and inadequate experi- 
ence with entirely civilian groups. The mea- 
sures used after the last war are of little or no 
value, in fact should in large part be avoided 
as there is scant evidence that they did much 
good and considerable that they were harmful. 
These problems need immediate scientific study 
and not by well-meaning amateurs but by pro- 
fessional personnel who are knowledgeable and 
appreciative of what the armed forces have done 
to the serving men and women but also of the 
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changing social structures which the the war 
has brought about. It will need team work of 
the highest quality. 

There remains to be considered a group which 
will require our greatest understanding, prac- 
tical sympathy and sincerity, namely, the re- 
patriated prisoners of war, whether disabled or 
not. They present a thorny problem in rehabili- 
tation. If these men are to make good citizens 
they will need much help in readjustment. In 
considering how much time and thought should 
be given to this problem, weight should be given 
to the fact that public opinion, for various rea- 
sons, is peculiarly sensitive on the point and 
appears to regard the handling of repatriates 
as a test case of our intentions and capacities 
for demobilization, and even reconstruction. 
They will present specific problems such as the 
removal of the ‘‘Stalag mentality’? which is 
primarily a psychological matter. There will 
also be great scope for welfare activities, educa- 
tional facilities and administrative acceleration. 
Repatriates are particularly sensitive to any 
suggestion of regimentation, as can be easily 
understood. Their weleome must be manifestly 
sincere, positive and of long duration. Reas- 
surance and honesty as to health must be based 
on thorough examination and mass radiography. 
The personal touch must be understanding and 
continuing, and not a matter of a few days and 
then forgotten; on the other hand the rebirth 
of a sense of responsibility and value to the 
community must be fostered by the community. 
The problems of family and economic readjust- 
ment will be the responsibility of social and 
welfare workers, which must be continuous and 
not perfunctory and short-lived. Trial and 
error of re-employment and adaptation will be 
more necessary with these than with all others. 
There is a challenge we cannot evade. 

I am afraid I have kept you far too long, 
but in conclusion I would re-emphasize that al- 
though there may be a physical remedial aspect 
in the problems of the returned serviceman and 
servicewoman the greatest of these rests within 
the realm of psychology, sociology and education 
in the broadest sense of the terms. Those who 
will be most responsible for these tasks will be 
the physician, surgeon, psychiatrist, industrial 
psychologist, social worker and placement officer. 
A systematic job-analysis as to fluctuating 
labour markets must be continued, keeping in 
mind the adaptability of the returned service- 





man and woman whether variously disabled or 
not, 

This problem is indeed one of great challenge, 
which as Churchill said at the time of the fall 
of France ‘‘is most inspiring’’. 


REsuME 


Les opinions exprimées dans cet article sont stricte- 
ment personnelles, Le retour au pays du soldat va 
créer un sérieux probléme psychologique et social. 
Celui qui revient sera un peu assimilable 4 1’immigrant 
qui vient dans un pays dont il a beaucoup entendu 
parler. Il sera assez lent a s’acclimater et il faudra 
tenir compte de ses réactions, parfois inattendues. Le 
retour 4 la vie civile sera également difficile pour le 
militaire qui a simplement servi au Canada; celui-ci, 
comme celui qui a servi outre mer a été entrainé @ un 
genre de vie différent. Il va falloir faciliter leur 
orientation vers la vie civile. Le blessé avec handicap 
partiel devra étre employé plutét que pensionné. En 
général, il y aura intérét & entrainer le démobilisé au 
retour aux activités de paix. Le cas des jeunes officiers 
sera particuliérement difficile; il faudra les entrainer & 
conduire dans un domaine tout opposé. L’état physique 
et psychique du soldat va créer des variantes qu’il 
faudra juger attentivement avant de statuer définitive- 
ment sur leur emploi d’aprés-guerre. Les soldats que 
la guerre n’a pas blessés seront démobilisés rapidement, 
mais le détachement rapide de 1’armée devra étre étudié 
et il faudra prévoir pour eux 1]’application d’une tech- 
nique spéciale du retour 4 la vie normale. Dans tous 
les cas il faudra veiller 4 ne manifester ni pitié ni 
louanges excessives; au contraire, le retour du front 
devra sentir qu’on a besoin de lui et qu’il est simple- 
ment le bienvenu. Les mémes précautions de réadapta- 
tion devront étre envisageés pour les femmes qui ont 
servi dans ]’armée & titres variés. Ces diverses mesures 
seront basées sur le travail d’équipe entre les spé- 
cialistes de 1’organisation. JEAN SAUCIER 


—————————————————————— 


THE RE-INTEGRATION OF THE WAR 
VETERAN IN INDUSTRY 


By D. Ewen Cameron, M.D. 


Department of Psychiatry, 
McGill University, 
_ Montreal 


HERE is no group of men who can do more 
to facilitate the re-integration of the soldier 
into industrial life than industrial physicians. 
Despite the vicissitudes of our times and the 
difficulties which our profession has met and 
may meet, the physician still constitutes a 
value for the individual and for the community 
which very few others do. Indeed, in these 
changing times, the doctor and what he stands 
for seems often to constitute a centre of stability 
and security in his home community. He is 
someone to whom the perplexed person as well 
as the sick person can go and talk. 
This is equally true of the physician in 
industry. And there is nothing more important 
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for the man entering the confusion and arony- 
mity of a great industrial organization than to 
know that there is someone representing a 
profession which has stood as a symbol of 
security and stability throughout his life to 
whom that man can go and talk. 

I am proposing to speak about the re-inte- 
gration into industry of the returned man, with 
the emphasis upon the word “man”. Much of 
our discussion about the return of the soldier, 
both before and after the end of the war, is 
concerned with him as an economic man need- 
ing certain transitional support, as a man with 
industrial skills which require freshening or as 
a family man who requires housing. 

To-day, however, I am talking about the 
man as a human being who continually interacts 
with others, who lives within a social framework 
to which he may make good or poor adjust- 
ments and whose social world has gone vastly 
out of joint of late. 

The problem is a difficult one. It is rendered 
so not only because of what we do not know 
about the matter but also because of a con- 
siderable number of erroneous beliefs which we 
entertain concerning them. One of the most 
common of such beliefs is that the man will 
return much the same person as he left. It is 
freely admitted he may have become bronzed 
with the sun, will have gained some weight and 
some addition to his vocabulary but it is fairly 
generally believed that he will be much the same 
fundamentally. Thisis not so. Being a soldier 
involves most considerable changes in attitudes. 
Now it is true that some disagreement exists 
as to the extent and permanence of such changes 
but they do occur and as a preliminary to our 
understanding of the process of return to 
civilian life, we should understand the process 
of becoming a soldier. The first and most 
obvious thing is that the man who is to become 
a soldier is taken almost completely away from 
all his previous associations; he is treated as a 
member of a group, is put into an attire which 
is uniform in nature as well as in name, he rises 
with the group in the morning, eats with the 
group, goes through exercises, drilling and in- 
struction with the group and finally retires 
together with his fellows. He is taught to 
depend upon his comrades. Modern fighting 
tends to take self-protection away from the 
man and place it in the hands of his comrades. 
Thus, individualistic qualities which were es- 
sential in civilian life are now given secondary 
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importance or are even suppressed and there 
arises in their place the concept of the ‘‘good”’ 
soldier. He is someone who knows how to fit 
into the group, to sacrifice his individual needs 
and even his life for the protection of the group. 

Gradually there arises a pride in the group 
to which the individual belongs, hostility be- 
tween the members subsides and takes the form 
of aggression directed towards the enemy. It 
is to be noted, however, that this re-direction of 
hostility persists only so long as the group 
remains intact. If it is broken down by death 
of the members or disbandment of the organ- 
ization, the hostility may be directed against 
other objectives. This is one of the dangers of 
unsuccessful re-integration of the returned 
soldier into civilian life. (Grinker, 1944). 

This, then, is part of the process of becoming 
a soldier. It is the part which has to deal with 
the attitudes which the man develops towards 
army life. The other part of the process of 
becoming a soldier consists in the attitudes 
which he develops towards the home community. 

At the outset one may state that these are 
various. Their variety depends in part upon 
the nature of the man and in part upon the 
experiences which he and his group pass through 
during their army life. Prominent among the 
attitudes developed towards the home com- 
munity is that which has been designated by 
the term “alienation”. It has been found that 
there is a tendency, particularly noticeable in 
troops who have been stationed overseas for a 
long period of time, to become not only indif- 
ferent towards the home community but even 
hostile. It is of interest, moreover, that this 
alienation seems to be closely correlated with 
the state of morale of the troops concerned. 
If morale is high, if there is considerable pride 
in their organization, then this feeling of being 
apart from the home community, this indif- 
ference and eventual antagonism seems the 
more likely to appear. 

A second attitude appears in the form of an 
insistence that things at home should be pre- 
cisely as they were when the man left. This 
attitude can perhaps be most clearly illustrated 
if one turns one’s attention away from the 
army and looks at another type of group, 
namely, that found in concentration camps. 
We are now in possession of several well-detailed 
reports from psychologically and sociologically 
trained men, formerly prisoners in concentration 
camps in Germany, who have now escaped to 
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this continent and have recorded their experi- 
ences. Among the attitudes appearing in the 
prisoners in the concentration camps is this in- 
sistence that nothing should be changed in the 
home which they have left. (Bettelheim, 1943). 
Should their relatives’ letters contain news of 
even the most trivial changes the prisoner is 
liable to become quite distressed. News that 
the dining room has been re-papered, that his 
boy is going to another school or even that the 
neighbours have moved away from the street in 
which the family lived constitute causes for 
great concern. The prisoner in the concen- 
tration camp apparently cherishes the hope 
that he may be able to go back to things pre- 
cisely as they were and thus to be able to erase 
from his memory completely the hateful period 
of the concentration camp. In lesser measure 
this attitude is apparent among some soldiers. 

A third attitude is very simply stated as 
consisting in the feeling on the part of the soldier 
that something is owed to him by the home 
community. This attitude simple and under- 
standable enough assumes difficult proportions 
only when it serves as a focusing point for all 
the dissatisfactions which the individual has 
experienced throughout his years. That this 
can occur is testified to by the numerous decla- 
rations that things are going to be different 
after the war, that everything is going to be 
changed and, using the World War I term, that 
“there is going to be a land fit for heroes to 
live in’. Finally, there is the attitude of 
anxiety, the fear on the part of the soldier that 
when he returns to civilian life there will not be 
any place for him, or at least that which he has 
built up in the way of skills and social standing 
will have become lost. 

This picture of the returning man would 
naturally not be complete without some state- 
ment as to the attitudes of the community with 
reference to the returned man. Information 
on this point is unfortunately much less ex- 
tensive. The conventional picture of course is 
that of a man’s family, his neighbourhood, his 
community standing on tiptoe to welcome him. 
It would, however, be rather naive to accept 
this at face value. It is, of course, difficult for 
us to entertain the concept that the family, 
the neighbourhood and the community might 
not be anxious to welcome the returned man. 
The problem can be opened up for more fruitful 
discussion however, if one says that when the 
soldier left his family, his work and his neigh- 


bourhood groups he also left behind him func- 
tions which had to be performed. These 
functions have been taken over by others, who 
have become adapted and adjusted to their 
performance. When the soldier returns, many 
if not all of these people have to be displaced, 
their adjustments and their adaptations broken 
down. As can be readily understood, this is 
assuredly something which will occasion conflict 
and possibly resistance in the individuals con- 
cerned. ; 

By and large however, we do not have as yet 
an adequate picture of the variety and extent 
of the attitudes which exist in the home com- 
munity relative to the return of the soldier. 

Turning now to the measures which may be 
taken to facilitate the re-integration of the 
returned man into industrial life, the first thing 
to be said is that there already exists a con- 
siderable amount of information concerning the 
man which would be extremely useful in facili- 
tating his return to civilian life. This infor- 
mation consists in the psychological and general 
medical examinations which have been carried 
out on each individual at various periods during 
his army life. It consists too in the various 
evaluations which have been made of his 
capacity by the men under whom he served. 
Two points must be made concerning the 
utilization of this material. The first is that 
the material should not be used without the 
consent of the man concerned. Second, it 
cannot be successfully used by inexperienced 
persons. If this information is handed over to 
a@ prospective employer unfamiliar with the 
meaning and significance of the material, it 
might very well work to the disadvantage of 
the man. If it is utilized by men having 
training comparable with that of those who 
compiled it, it will undoubtedly prove of the 
utmost benefit to the returned man and to his 
community. 

In considering the men who have returned to 
civilian life, one is confronted with two separate 
groups; first, the men who are being discharged 
for various reasons now, and second, those who 
will be discharged when the war ends. I am 


going to talk briefly about those who are being 
discharged now for neuro-psychiatric reasons. 
We have already amassed a certain amount of 
information concerning the way these are being 
dealt with. First, let us say that the men who 
‘are being discharged now for neuro- psychiatric 
reasons are men who showed, for many years. 
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prior to the war, difficulties in adjusting them- 
selves to civilian life. Second, they are men 
who break down after comparatively short 
periods of service in the armed services, often 
without having seen action overseas. Accord- 
ing to Rennie (1944) who has recently reported 
on a study of these cases, the handling of them 
has tended to be complicated by three factors, 
the first being delay in discharge, the second 
being the attitude of the relatives, many of 
whom feel that the man’s difficulties are attri- 
butable to hardships of service; that the armed 
services should take full responsibility and that 
the man should not make too great an effort 
lest he should do himself out of his rights. 
Thirdly, the handling of these cases is compli- 
cated by the attitude of the employer who may 
state himself as unwilling to accept in his busi- 
ness @ man who has had a neuro-psychiatric 
breakdown. Fortunately, despite these diffi- 
culties, the treatment of these cases has been 
relatively successful and it has been possible to 
return a high percentage of these men to their 
former civilian occupations after comparatively 
short periods of out-patient psychiatric treat- 
ments. 

Proposals to facilitate the psychological re- 
integration of the returned man after the war 
are still in their formative stage. The following 
may be stated however as being likely to emerge 
among the group of those propositions which 
are finally accepted. The first is that we must 
keep constantly in mind that there is a task to 
be performed. There will be considerable 
temptation to act as though it were only neces- 
sary to tell the soldier to change out of his 
uniform and give him sufficient money to buy a 
civilian suit. That is far from being the case. 
It is necessary continually to be aware of the 
fact that the process of becoming a soldier, as 
indicated above, is both far-reaching and pro- 
found. Unfortunately, while there exists as 
a heritage from man’s long history of warfare, 
a body of knowledge on making soldiers out of 
civilians, very little information yet exists con- 
cerning the matter of turning soldiers back into 
civilians. A second proposal which seems of 


definite merit is that the very highly specialized 
personnel, the psychologists, the sociologists, 
and the psychiatrists who have done such a 
splendid job in building up the psychology of 
the soldier, should be made use of in the task 
of returning him to civilian life. -It should also 
be anticipated that the civilian psychologist, 
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sociologist and psychiatrist would offer their 
fullest co-operation in this task. 

The next point to stress is that in the process 
of readjusting there should be no attempt to 
foster a perpetuation of the armed forces 
groupings. For this reason there should be no 
segregation of the returned man from the other 
civilians. The more rapidly he can be incorpo- 
rated into the already existing civilian groups, 
the home, the neighbourhood, the industrial 
and the community groups, the more successful 
will be this task of the reconversion of the 
soldier into the civilian. 

In this great enterprise, industry has a truly 
notable part to play. Already before the war 
it was becoming apparent that industrial 
management was growing increasingly con- 
cerned with the protection and guidance of 
human values in industry. Mechanisms for 
the carrying out of this were beginning to 
appear. These mechanisms consisted in the 
training of foremen in the proper understanding 
and handling of the human factor. Another 
approach of great promise was the setting up 
within industry of counsellors. These indi- 
viduals undertake as their job to listen to’ 
difficulties which the worker had in adjusting 
himself within the industry and in some measure 
in his family and community. On occasion 
this task was extended to cover the interviewing 
of men who were leaving the employment. This 
had already begun to lead to a great increase of 
information concerning those things in ‘the 
industrial organization which protected the 
welfare of the individual and led to his more 
adequate and more efficient adjustment. 

Finally, before the war there was already an 
increase in the number of personnel depart- 
ments and in the standards of training required 
of those who headed up such divisions. There 
can be no denial of the soundness of the propo- 
sition that these three developments should be 
greatly enlarged as a means of facilitating the 
return of the soldier to civilian life. 

In conclusion, let me say that I feel the most 
important thing that I can communicate to you 
is the existence of the problem. There is still a 
great danger that we may fail to recognize that 
a problem really confronts us and in particular 
that the matter is of such dimensions. If we 
succeed in achieving successful reconversion of 
the soldier into civilian life, our post-war diffi- 
culties will be immeasurably lightened. As I 
said at the outset of to-day’s discussion, there 
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are a few groups who can play a more important 
part in this task than the industrial physicians 
and surgeons. Those of us who work in the 
specialized fields which are concerned exclusively 
with human behaviour are more than willing 
to do our part but we need the contributions 
which your experience and thinking can offer 
in the elaborating of plans and we need your 
co-operation in their enactment. 


INTRAVENOUS PECTIN SOLUTION IN 
THE PROPHYLAXIS AND TREATMENT 
OF SHOCK* 


By Roy D. McClure, M.D., 
Kenneth W. Warren, M.D. and 
Laurence 8. Fallis, M.D. 


Detroit, Mich. 


HE search for a desirable blood substitute 

initiated in the closing days of the last war 
has received fresh impetus as a result of the 
present conflict. The use of the term blood 
substitute is perhaps unfortunate, for there is 
at present no available product that will take 
the place of blood or its derivatives. There is 


undoubtedly a definite need for a substance. 


suitable for intravenous use which might occupy 


an intermediate place between crystalloid solu- - 


tions and blood or plasma. However desirable 
the use of blood may be there are occasions on 
which nonavailability or prohibitive cost pre- 
cludes its use, and at the same time the support 
derived from glucose or saline solution is in- 
adequate. It is in this field that the so-called 
blood substitutes, gum acacia, isinglass, gelatin, 
and pectin, deserve careful evaluation. 

This report records our observations with 
pectin only, inasmuch as it was introduced by 
Dr. Frank Hartman, director of our own labora- 
tory service. He and his associates claim that 
a 1% solution of pectinum N.F. possesses physi- 
eal and colloidal characteristics which approxi- 
mate those of plasma, and that pectin is protein 
free, non-antigenic, non-toxic, except in large 
amounts, cheap, and available in unlimited 
quantities. 





*From the Department of Surgery, Henry Ford 
Hospital, Detroit, Michigan. 

Read at the Seventy-fifth Annual Meeting of the 
Canadian Medical Association, Section of Surgery, 
Toronto, Ontario, May 25, 1944. 
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PECTIN SOLUTION 
Our clinical experience with pectin has been 
confined primarily to its use in the prophylaxis 
of shock in extensive surgical procedures where 
blood was used formerly for this purpose. In 


-addition we have had a very limited experience 


with pectin in the treatment of postoperative 
and traumatic shock. 


SOURCE AND PREPARATION 


All solutions were prepared by Hartman and 
Schelling, who emphasize the care which must 
be observed in the preparation and standardiza- 
tion of pectin solutions. Each batch must be 
tested separately for its osmotic pressure, vis- 
cosity and specific gravity. The pH must be 
adjusted carefully before administering to pH 
7.0. The technique of preparation recommended 
by Hartman and Schelling is as follows: 

The usefulness of the pectin solution depends 
for the most part upon the method of prepara- 
tion and sterilization, hence the label should 
indicate the physical characteristics of the solu- 
tion and also by what procedures those were 
obtained. 

Ten grams of dry pectin powder (pectinum) 
are dissolved in 1,000 ¢c.c. of cold, doubly dis- 
tilled water with constant stirring. The result- 
ing solution is turbid and is immediately filtered 
through coarse filter paper. Heating of the 
solution is then started in the Arnold sterilizer 
at temperatures of from 200 to 212° C. Heating 
is continuous for fifteen to eighteen hours except 
for filtration through No. 50 filter paper three 
times, at intervals of four to five hours. At 
the end of the heating period and the four 
filtrations the solution is passed through bacteri- 
ological Seitz filters with pressure into sterile 
bottles containing enough sodium chloride to 
make a 0.9% concentration. 

With this procedure the solutions obtained 
should be almost water clear and free of yellow 
colour. The pH is about 5.5 and a buffer must 
be added before use. The buffer preferred is pre- 
pared by dissolving 285 grams of NaH,PO,H,O 
in 1,000 c.c. of water and adjusting to pH 7 
with 10% NaOH solution. 

Before salting and buffering a pectin solution 
prepared as described should have a relative 
viscosity at 38° C. of 2; osmotic pressure 44 to 
55 mm. Hg. and molecular weight of 40,000 to 
60,000. 

Pectin solutions of 0.75%, 1.5%, ete., may 
be prepared in the same manner. Obviously the 
physical properties will be different from those 
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of the 1% solution described. For example, the 
0.75% solution prepared in similar manner will 
have a viscosity at 38° C. of 2 and osmotic pres- 
sure of 45 mm. Hg. approximately, while the 
1.5% solution with the same preparation will 
have a viscosity of 4 at 38° C. and osmotic 
pressure of 70 mm. Hg. approximately. 

The solution was administered in our cases 
by gravity flow through a 20 gauge needle at 
an average rate of 5 ¢c.c. per minute. A faster 
rate is undesirable in view of the viscous nature 
of the solution. In most instances pectin was 
used alone, in others its administration was pre- 
ceded or followed by the administration of blood 
or plasma (Table I). Blood and pectin solu- 


TABLE I. 
SUPPLEMENTAL THERAPY 


Number of patients Percentage 


POs docks See eran 131 47.6 
PR awk oat ca ken ee 17 6.2 
RUNES ca: Bre een eA 4 127 46.2 

ROCA shot 275 100.0 


tion were never mixed prior to administration 
because of the marked increase in the sedimen- 
tation rate of erythrocytes which occurs when 
the two are mixed. 


VARIETY OF CASES 


During the period from August, 1941, to 
March, 1944, pectin solution was administered 
to 275 patients by various divisions of the surgi- 
cal department of the Henry Ford Hospital. 

The majority of these patients received the 
solution prophylactically during some major 
surgical procedure upon the gastrointestinal 
tract. Included in this group were 6 total 
gastrectomies, 85 partial gastrectomies, 2 pan- 
createctomies, 1 colectomy, 11 abdomino-perineal 
resections of the rectum, 14 anterior resections of 
the rectum, 11 Mickuliez and 12 primary resec- 
tions of the colon. The group is representative 
of patients in whom some degree of shock often 
oceurs. Previously blood transfusion had been 
used during this type of procedure. The re- 
maining cases included 11 radical mastectomies, 
11 neuro-surgical procedures, 19 traumatic and 
postoperative shock victims, 14 biliary tract 
operations and 69 miscellaneous operations 
(Table IT). 


VARIATION ACCORDING TO AGE 


The age of the patients varied between 6 and 
77 years (Table III) with approximately 80% 
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TaBLe II. 

Types of cases Number 
PLEO RTE TPOCT OCTET OCTET TET 85 
bi a ie ber aascccadeee seas 6 
Anterior resection of rectum................... 14 
Mickulicz resection of colon................... 11 
Abdomino-perineal resection of rectum.......... 19 
Primary resection of colon..................... 12 
hE saad acts sade ted ans di0 «8 2 
Resection of small bowel...................4-- 8 
Operations on biliary tract..................... 14 
in i5.0b c2cs Ped arcksnenea’s 11 
Traumatic and postoperative shock............. 19 
Neurosurgical procedures..............0--2+05- 11 
Miscellaneous operations. ................-2+- 63 
ccthabtteswh Asn eeU end awe anes 275 

Taste III. 

Age of patients Number 
PLA cb ean denne ehe as Reeser cene nan’ 2 
IN 456043640 40RENS OG Koh esas NR EEE eS 21 
2 kt db nee snbeoas ec baemcwnsecoeueed 54 
cies ate ebsGiacdedeu dn co biaeeaees 93 
PP +42 cob cab cedaeesensdoeengenwas 64 
id nt OS sera senas sandednancwa ed 34 
nai Sas dead chbndaedeacsvamaenetade 7 
Nitnksécvaisdeeessdscaeeeeeaasen 275 


falling within the range of 30 to 60 years. The 
presence of only one child in the series is a 
reflection of the manner in which the patients 
were chosen and does not indicate a reluctance 
on our part to use pectin in the young person. 


Type or ANZSTHESIA 


The most common anesthetic agent employed 
during the various surgical procedures, with 
which the administration of pectin was coin- 
cidental, was nupereaine, 1:1,500. The predomi- 
nance of this anesthetic is at once a reflection 
of our personal preference for this spinal agent 
in selected abdominal cases, and an indication 
of the extensive scope of the surgical pro- 
cedures performed on the patients who com- 
prised this group. Its use, coupled with the 
time analysis of the individual operations which 
follows directly, tends to justify the validity 
of the presumption that some form of intra- 
venous supportive therapy was indicated by the 
nature and extent of the operation performed 
in this series. Nupereaine was employed in 198 
eases, ethylene-ether mixture in 36, spinocaine 
in 9, and local infiltration of novocaine in 8 
(Table IV). 


DURATION OF OPERATIONS © 


The time consumed by the individual opera- 
tions varied from 45 minutes to 3 hours and 45 
minutes, with a mean duration of 2 hours and 
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TaBLe IV. 
Type of anzsthetic Number 
I i oe wisi dae Cee a a 198 
NS fC sss ese bonne erwadadeee 36 
PR iccaridacdcéedakwstet eas hieetiewds 9 
SN ndcbtped vacdanesiicesneaseurceunesaaes 8 
MR cs kivtdseirtccceecansas ee 251 


15 minutes; 60% of the operations required 
over 2 hours and 8% consumed over 3 hours 
(Table V). 





TABLE V. 
Duration of operation Number 
NE AC oaiche 4 xis a din bec ois Seem wh aR 24 
IIIS 6 ois Sana vsie. cop iee a ids Re es a 105 
Pe NONE ce rei ace Sartiea hems aso abree a ak 102 
NOs IOI B oo os hE SER Sab claetaee 20 
NUM Sk Sets cd ade Ecos AA ae, 251 


Blood pressure and pulse determinations 
were charted every five minutes during the 
operation, and at appropriate intervals for 
several hours thereafter. Any significant varia- 
tion in the pulse or blood pressure during the 
operation was reported by the anesthetist to 
the surgeon, and he, in turn, exercised his judg- 
ment as to the advisability of altering or sup- 
plementing the supportive therapy. In the early 
phase of clinical trial a fall in blood pressure 
led to switch from the infusion of pectin to 
the administration of blood. This occurred in 
several instances in which the period of lowered 
blood pressure was transient, often related to 
tugging on the abdominal viscera, and in which 
the fall in blood pressure had recovered before 
the blood had reached the cireulation. With 
increasing experience in observation we were 
able to differentiate with some accuracy be- 
tween these transient alterations in blood pres- 
sure and those changes which demanded a 
greater degree of support. 


AMOUNT OF PECTIN ADMINISTERED 


Pectin solution, in most instances, was admin- 
istered as a single infusion concurrent with the 
operation. In a few eases it was given in two 
divided doses. The amount varied between 200 
and 1,600 ¢.c. with the most frequent dose being 
800 ¢.c.; 70% of the patients received over 500 
e.c. In general, the dose was dictated by the 
length of operation and by the arbitrary prac- 
tice of dispensing the solution in 800 c.c. lots 
(Table VI). The 1,600 e.c. dose was admin- 
istered by the intrasternal route in a patient 


in profound shock. The procedure was devoid 
of untoward incident and the result was good. 





TaBLeE VI. 

Amount of pectin Number 
TINE oi ca ce Be e6as eR oan Gaeta te ciation 34 
PE OIE sc ita ee Rai Se eae ne rsd eee 17 
UNS ia hs A aed Sod vere staan: Ae ie NA RAMON aera OE IOS 19 
Os 65k MOSES ee CRESTOR RSOR Ot 16 
Ed os, cag oh ioohie Saw dar es ee a RR 32 
NOR ibs ci ci'g aacints rele eta a NR Oe 45 
ME eR cont Whe Fionn Sule sero eet aes Vee as 16 
SOE 55 Gis a's Wie aad Wow ae ae ee ee er 82 
NR 85a 66.5 a eRe LO AEs ee eee 4 
DO Soaks a Sip src WES Siw OE oa RR aes 6 
Be Gioia sci 2 se antclies ater hoes 4 
FAMOUS (4 ol Ricvchevare a a haw A AED Sa OE EA 275 


EVALUATION OF RESULTS 


In an effort to evaluate our clinical experi- 
ence we have classified our results according to 
arbitrary standards. The results of those cases 
in which there were minor variations in pulse 
and blood pressure during the operation, and 
in which the postoperative period was devoid 
of any manifestation of shock were classified as 
good. In those patients in whom the blood 
pressure fell below 100/80 and was maintained 
below this level for more than thirty minutes, 
or in whom it fluctuated widely between the 
normal and the pre-shock level but required no 
other supportive treatment the results were 
labelled as fair. The poor results occurred in 
those patients in whom the blood pressure fell 
to 80/40 or below and those in whom pre- 
existing shock was treated with pectin without 
an improvement in their condition. Measured 
by those standards the results were good in 75%, 
fair in 20% and poor in 5% (Table VII). 


Taste VII. 
Results Number of patients Percentage 
NE vos nc cue era wee eek 213 75 
MONE aro re: be ot ota tenet 48 20 
PORE cic ces aes wee he ee 14 5 
Wis terns 275 100 


A eomparison was made, for further evalua- 
tion of results, between 34 patients subjected to 
subtotal gastrectomy and treated prophylacti- 
eally with pectin and a similar number treated 
with blood. In the pectin treated series 21 of 
the 34 patients received pectin alone, 14 re- 
ceived blood in addition to pectin, although there 
was no evidence of shock in 11 of the cases 
which received supplementary blood. The three 
remaining patients exhibited a sufficient fall in 
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blood pressure to warrant additional supportive 
therapy which was supplied by blood trans- 
fusion; but in none of these patients was there 
any profound or prolonged manifestation of 
shock. 

Of 34 patients who received routine blood 
transfusions during partial gastrectomy, 7 
showed alterations in blood pressure worthy of 
comment. Four received supplementary blood 
transfusions on the floor, two for routine reasons 
and two because of present or impending shock. 
One patient exhibited persistent slow post- 
operative hemorrhage, and required 1,800 e.c. 
of blood to restore his circulatory equilibrium. 
Except for this one patient there was no post- 
operative shock in this group. 

The following case reports are examples of 
the use of pectin for-conditions other than for 
the prophylaxis of shock. 


PECTIN AS INITIAL TREATMENT OF PATIENT 
IN SEVERE SHOCK 


A white female, aged 17, was admitted to the Henry 
Ford Hospital as an emergency, immediately following 
a traffic accident in which the left leg had been ampu- 
tated through the thigh. A tourniquet had been ap- 
plied as a first aid measure. On admission the patient 
was in a state of profound shock, pulse imperceptible. 
Intravenous 1% pectin solution was administered im- 
mediately, and continued until plasma was available. 
Plasma in turn was supplanted by citrated blood when 
the necessary typing and cross agglutination was com- 
plete1. During the period of pectin administration the 
patient’s wrist pulse became perceptible, and a blood 
pressure reading of 80/50 was obtained, and there was 
pronounced improvement in the patient’s appearance 
and general condition. Subsequent to the plasma and 
blood infusion, the condition of the patient improved to 
the point where a secondary plastic closure of the 
amputation was successfully accomplished. Convales- 
cence was uneventful. 

It was our impression that the prompt institution 
of treatment with pectin during the period of inevitable 
delay in obtaining plasma and blood was a definite 
factor in this patient’s recovery. 


PECTIN OF BENEFIT IN REDUCING ANASARCA 
SECONDARY TO GLOMERULO-NEPHRITIS 


A 37 year old female, patient of Dr. Harold Dwyer, 
of our visiting staff, had generalized edema including 
abdominal and pleural effusion as a complication of 
glomerulo-nephritis. Treatment with intravenous pectin 
was effective in reducing the anasarca. Adjunct ad- 
ministration of intravenous amino acids, and oral KNO, 
was also given, though these substances without pectin 
had been ineffective. There occurred a weight reduction 
of between 20 and 30 pounds. A total of 16 litres of 
pectin was given at the rate of 500 cc. daily. At no 
time was there any evidence of purpura. 

Enlargement of the liver and spleen was never 
present in this patient. 


_ Untowarp EFFECTS 


Rouleaux formation.— This phenomena of 
pseudo-agglutination of erythrocytes is present 
_ after pectin administration, persists for at least 











twenty-four hours, but causes no detectable 
symptoms. 

Increased sedimentation rate——The sedimen- 
tation rate rises in all cases following intra- 
venous injection of pectin. 

Reaction.—Only two patients in a series of 
over 300 patients manifested any evidence of 
reaction. 

Purpura.—Dr. Gordon Meyers, Professor of 
Medicine at the Medical School, Wayne Uni- 
versity reported a case of nephrotic syndrome 
in a 14 year old boy treated with 1,500 c.c. of 
pectin 1.5% solution intravenously daily for 7 
days. (Commercial solution made by Stearns). 
This patient developed bleeding from the gums, 
and red blood cells in the urine which subsided 
when pectin was discontinued. The amount of 
pectin injected in this case, of course, far ex- 
ceeds the requirements in any ease of shock, and 
it was more than three times the amount found 
adequate in Dr. Dwyer’s cases quoted above. 


Jacobson and Smyth reported 5 cases who 
developed purpurie rash associated with pain 
and swelling in several of the large joints fol- 
lowing the administration of pectin and Evans 
blue dye, for subsequent injections of pectin 
alone produced no such reactions. 


A 53-year old woman with abdominal car- 
cinomatosis was treated with a 1,000 cc. of 
pectin solution daily with the thought of reduc- 
ing the number of abdominal paracenteses. 
Intravenous pectin and oral potassium nitrate 
appeared to be effective, but after receiving 
5,900 ¢.c. of pectin a purpuric rash developed. 
Here again unnecessarily large dosage of pectin 
was used daily. 


A 40-year old male with abdominal carcino- 
matosis was similarly treated with 1,000 c.c. of 
pectin solution daily without apparent benefit. 
He too developed a purpuriec rash after 5,000 
¢.c. was injected. 


Tissue deposition after pectin—Dr. Hans 
Popper of the Hektoen Institute Cook County 
Hospital, Chicago, has reported the deposition 
of a peculiarly stained material in the kidney, 
liver, and spleen of patients receiving large 
amounts of intravenous pectin solution 5,000 to 
9,000 c.c. But in no instance was there any 
pathological change when less than 4,000 c.c. 
of pectin had been: given. He also found 
splenomegaly in rabbits in which large amounts 
of pectin had been injected. It might be em- 
phasized that the solution used in these ex- 
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periments were commercial preparations hydro- 
lyzed by short autoclaving as contrasted with 
Hartman’s method outlined above. 


SUMMARY AND CONCLUSIONS 


1. Pectin, though inferior to blood or plasma 
appears to be of more value than glucose or 
saline in the prophylaxis of shock in extensive 
surgical procedures. 

2. Pectin is non-toxic and non-antigenic in 
the quantity 1,000 to 1,500 c.c. usually required 
to maintain blood pressure in the presence of 
shock producing conditions. 

3. Untoward results appeared only after the 


intravenous injection of amounts in excess of 
4,000 e.ce. 
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RESUME 


La pectine en solution 4 1% semble donner de meil- 
leurs résultats que le glucose ou le sérum physiologique 
dans les opérations chirurgicales de longue durée. Son 
action dans le choc post-opératoire ou traumatique n’est 
pas envisagée dans ce travail. Les préparations utilisées 
doivent étre faites avec soin, de préférence selon la 
technique de Hartman et Schelling. La pectine em- 
ployée en quantités qui ne dépassent pas 1,500 e.c. 
n’est pas toxique et n’est pas antigénique; elle maintient 
bien la tension artérielle dans les circonstances qui 
améneraient le choe opératoire. Certaines réactions, 
d’ailleurs relativement bénignes, ont été rapportées 
lorsque 1’injection intraveineuse de pectine avait dépassé 
les 4,000 c.ce. JEAN SAUCIER 








This only grant me, that my means may lie 
Too low for envy, for contempt, too high. 
Some honour I would have, 
Not from great deeds, but good alone. 
The unknown are better than ill known. 
Rumour can ope the grave; 
Acquaintance I would have, but when’t depends 
Not on the number, but the choice of friends.—Cowley. 


RESULTS OF SURGICAL TREATMENT OF 
SCIATICA DUE TO HERNIATION OF 
INTERVERTEBRAL DISC IN 
CANADIAN SOLDIERS OVERSEAS* 


By Lt.-Col. E. H. Botterell, 
Major W. S. Keith and Major 0. W. Stewart 
R.C.A.M.C. 


ROM the outset, the selection for surgical 
treatment of Army personnel with sciatica 

due to herniation of a lumbar intervertebral 
dise has been undertaken with considered cau- 
tion. It was felt from peace-time experience 
that many patients could be relieved of pain 
in carrying on their Army duties provided the 
diagnoses were accurate and that any co-existing 
physical disabilities or mental disturbances could 
be excluded. This demanded careful selection 
of cases, 

It is not the purpose of the present com- 
munication to deal with the etiology and path- 
ology of herniated intervertebral dises or to 
discuss extensively the diagnostic criteria and 
procedures. It is intended to state briefly the 
policy we follow regarding the surgical treat- 
ment of personnel in the Canadian Army over- 
seas suffering from the effects of this lesion. 

Once the diagnosis is made with conviction, 
and it may rest on clinical evidence alone or be 
supported by oxygen or pantopaque myelo- 
grams, the advisability of surgical treatment 
overseas is weighed. With but few exceptions, 
unless it has been adequately carried out else- 
where, a period of conservative treatment with 
complete rest in bed is inaugurated for three 
weeks. If there is no improvement, or the im- 
provement is short of enabling the man to re- 
engage in his former duties or needful duties 
of a less strenuous character, operation may then 
be considered expedient. A longer period of 
rest in bed may be prescribed before any de- 
cision to operate is made if the improvement is 
moderate and continuing. Operation is not 
undertaken, however, if there are any other 
physical defects or unstable emotional or mental 
reactions which would make doubtful his return 
to duty following operation. Investigation of 


*From the Neurological Service, Basingstoke 


Neurological and Plastic Surgery Hospital, R.C.A.M.C., 
Canadian Army (Overseas). 

The writers wish to express thanks to Colonel R. M. 
Harvie, E.D., Commanding Officer of this Hospital, for 
permission to publish this material and for his co- 
operation which made the follow-up possible. 
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the man’s army record, and his desire to carry 
on is important, The exceptions to this policy 
are those cases in which the pain is unusually 
severe and is not relieved by bed rest alone; 
those for whom operation is done to stop the 
rapid progression of muscular atrophy and the 
cases with paresis of the bladder or bowel. 

The operative technique differs in no way 
from that generally followed by neurosurgeons. 
Following unilateral reflection of spinal muscles, 
interlaminar exploration with but little re- 
moval of bone from the adjoining lamine 
usually provides a good exposure of the nerve 
root. If necessary, a hemi-laminectomy is carried 
out and, rarely, the spinous process may be re- 
moved and a more complete laminectomy per- 
formed. We regard an adequate exposure as 
essential. 

Following operation the patient is kept in bed 
for from two to three weeks. His recondition- 
ing begins in the form of tension exercises dur- 
ing the last few days in bed. A few days later 
restricted physical exercises are started and he 
progresses through an increasing range of ac- 
tivity which culminates in the ‘‘back class’’. 
This regimen is carried on in hospital under 
the supervision of the surgeon who operated on 
the patient. The army category for which the 
patient will eventually be suited, with or with- 
out a period at a convalescent depot, is usually 
clear at this stage. 

In November, 1942, before a regular clinical 
meeting of the Canadian Hospitals Overseas, an 
analysis of the first 100 cases of sciatica ad- 
mitted to this hospital was presented by Lt.-Col. 
J. ©. Richardson, M.B.E., and one of us. This 
presentation formed the basis for a review and 
general discussion of the syndrome of sciatica 
due to herniation of a lumbar intervertebral 
dise, with particular reference to the diagnosis, 
treatment and results of operation in personnel 
of the Canadian Army in England. 

The cases were admitted either to the neuro- 
logical or neurosurgical service initially and a 
substantial proportion of them were seen by 
both services in consultation before final deci- 
sions were made concerning treatment and 
disposal. In 64 of the first 100 cases of sciatica 
the diagnosis was herniation of a lumbar inter- 
vertebral disc; 37 cases were operated upon, 25 
Canadian and 12 British. In 32 cases, hernia- 
tion of the dise was verified and there were 5 
negative explorations. The balance of the 64 
_eases were not treated surgically because of co- 


existing neuropsychiatric or other physical dis- 
abilities. 

In considering the study of this first 100 
cases, and subsequent figures, it is necessary to 
bear in mind that cases of sciatica reaching this 
special hospital are, for the most part, a selected 
or filtered group. Many cases of mild pain in 
the low back and leg recover with a short period 
of rest in their own unit, a field ambulance, a 
nearby C.C.S. or a general hospital. Likewise 
the cases of sciatica secondary to diseases of the 
bones or joints, such as tuberculosis and malig- 
nancy, are recognized and treated in the general 
hospitals. It is the patient with intractable or 
recurring bouts of severe sciatica and low back 
pain who reaches this hospital. In this group 
the syndrome is commonly caused by herniation 
of a lumbar intervertebral disc. 

Table I gives in some detail the results of the 
initial follow-up of the 25 Canadian cases ex- 


TABLE I. 


25 CANADIAN ARMY PERSONNEL EXPLORED FOR 
HERNIATION OF INTERVERTEBRAL Disc 


Category ‘‘A”’ Total 
ie siWiSLA Aedes ede es 15 
i Sen avideekawedd aananw eek ns 23 
i buek craw a ens ein kdnk esos 13 
aso ad ei da avian 4049 aw eons 17 
BEE vit tat bs Cake K a AM Gh ene esa ds 10 
BE 25125 94G sch wee sth acwundesus 8 
S25: cu ee neG hata eddies 5 
Ad. 6 aa rthasebacudvavaea teens 6 
Mr ea Seek b kn 655165 waweneN 4 
Es Gig co detucia tas sth ee aerenks 1 
AA Seawkaedicantanseenad 1% 
SG Shc cies Aaa ees bun weKees 34 12 
Category “‘B-2” 
ER kacsa hehe Keka ees eae as 1% 
teat vieseina ee cculaeen 2 
Category ‘‘C-1” 
WE SENDS occa htidGseneboseasawace 4 
BE a bs Avo waa henansdeen ecaas 3 2 
Category “C-2” 
bk ehhh bekS Gad ere K es 4 
Ma ee abd cee eet Aden cedos eden es 1 2 
In hospital 
J.J.McC.—(C-2-feet)................ 
A.J.C.—(ulceration scar) 4 months’ duty 
a Pre ree ere 2 
Category “E” 
P.J.P. (conscious exaggeration of symptoms). 
S.M. (wound infection). 
P.K.T. (cord and bladder paresis pre- 
operatively). 
A.J.B. (N) Keen to go home. . 
H.R. Cat. ‘B-2’ 7 months. Later boarded 
‘E’ on disability other than back or 
GG 5 55.0 haa cdbckanmes Cada de 5 


Numerals—Months following discharge. 
‘N’—Negative for intervertebral disc. 
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plored, in the first 100 cases of sciatica studied. 
Follow-up studies eould not be carried out re- 
garding the British and Air Force personnel, of 
whom there were 12. 

This initial follow-up of the surgical cases 
was encouraging, for it will be noted that 12 
of the 25 cases returned to full duty. It allowed 
a critical appraisal of the unsatisfactory results. 
Two of the five patients placed in category E 
(P.J.P. and A.J.B.) were errors of judgment 
in the selection of patients for operation. Post- 
operatively both patients were considered to be 
capable of restricted duties at least. The re- 
maining three patients categorized E do not 
represent errors in selection, one being disabled 
from postoperative infection, the second had 
developed paresis of bladder and bowel pre- 
operatively, while the third treated was boarded 
E seven months following return to duty on 
grounds that cannot be established. No im- 
portant lessons were learned from the B-2, C-1 
and C-2 groups. 


TABLE II. 
MepIcau OFFICER IN CHARGE OF UNIT 


The soldier mentioned overleaf was treated at this 
— hae ienecakeniess sktaticie Hess takes 
baci e atest ang Diagnosis............ Sciatica 
Special features of the case 


0 6.5.6. 68 ©1656 0. 2 eo © ae 0.0 656.6 © 6s 65.6 C6 6.010 6 2 2S BO 2S wee Se OS 


In order that an accurate follow-up may be obtained, 
it is requested that you will report on the patient’s present 
condition and answer the questions which follow. 


Date “Ol eRIMINAIOR: 5 5.560.655 bo obese dd ca wed. cided Ode 


Question Answer 


1. Has he reported sick? If so, how often 
and with what symptoms? 


2. Has he been absent from duty on account 
of sickness? If so, how long? 


5. He has been performing light duty: 


ig bcc ca@hicbneds RAGES seats aden 
efficiently willingly 
inefficiently unwillingly 
MND ca vadene ttre canweuieae months 


6. He has been performing full duty: 
(specify duty) 


ee eee eee eee ee eee see eee es see eesesene 


efficiently willingly 

inefficiently unwillingly 

PP enica asin Ses Hae ch ee months 
7. What is his present category?.......... 0  .......00. 

REMARKS: 

It is requested that this patient should return for 
re-check at the Out-Patients’ Clinic, if at all possible, any 
Tuesday, Thursday or Saturday morning this month. 
Please mark sick report “Sciatica follow-up”. 

BES 5 his bode cicsnee ee 
M.O’s. name in Block Capitals.............. Officer i/c. 


To be returned to O.C. Neurological and Plastic 
oo Hospital, R.C.A.M.C., Canadian Army (Over- 
seas). 


TABLE III. 
REsvuLts OF OPERATION 


51 cases explored 51 cases followed. 
Category of man at time of follow-up. 


MR chsivackcn 29 cases Fit for any duties. 

“B-2”.... 1 case Can undergo considerable effort not 
involving severe strain and able 
to walk five miles 

PO if niet 13 cases Fit for home service, or overseas 

duties of a sedentary nature. 
kaye 8 cases Unfit for military duties. 


It has been felt that a subsequent follow-up 
report should be made, for the number of cases 
is larger and the length of time of the follow- 
up longer, thus allowing a more accurate evalua- 
tion of the surgical treatment of this type of 
case in the army overseas. 

By September, 1943, a total of 104 cases had 
been explored with the preoperative diagnosis of 
herniation of a lumbar intervertebral disc, in- 
cluding the 25 cases in the foregoing Table I; 
72-of the 104 cases were operated on prior to 


TaBLe IV. 
Catrecory “A”—29 Casges (Furi Duttss) 
Initials Age Follow-up Remarks 
yrs. mos. 
ee eae 23 2 4 =\NowonO.C.T.U. Course. 
Piers ss 30 2 10 = Artillery Unit in field. 
sa kde wars 25 1 11 Promoted to Cpl. Instruc- 
tor at Reinforcement 
Unit. 
Per ne 24 1 10 - Lorry Driver. 
SS ee 34 1 11 Reinforcement Unit. 
ees bane Pens 21 1 6 Unit Transport Coy.— 
Field. 
wis: 27 1 #8 _ Dispatch rider. 
NR cc doch ke wb, ¢ 1 3 Instrument mechanic. 
W.G.N. (Lt.).. 34 1 3 Training centre duties. 
Pei xe tinese 1 2 _ Discharged Category ‘“B’’ 
—To guard duties at 
— —No trouble. 
Applied for increase to 
“A” when Canadians 
‘went on active service. 
ere 22 12 Returned to Unit. 
Se 23 12 7 ree Fe .C.E.— 
BANE soi sce 33 12 Senior N.C.O. Field Am- 
bulance. 
M.E.M. (N/S).. 29 11 Full duty. 
i ae 10 _ In field. 
Pein Gaels 34 9 Training and driving in 
Transport Company. 
F.T. (N/S). 31 9 naa General Hospital. 
Pec Bee sae 7 8 Uni 
M.G.MclL...... 33 7 Clerk at HDQS. 
CS.B.P.... 28 7 ~=Field duty. 
G.E.K. (Lt.) 29 ‘5 Artillery Unit in Field. 
Wee os 3% 25 5 Reinfcrcement Unit. 
Ge Seances 27 5 Returned to work as 
welder. 
J.E.T. (Maj.).. 30 4 Field duty. 
| hy 10__—s‘ Field duty. 
rs 6:6 2 Xe 35 6 With Unit (Signals). 
| ae 25* 4 
TAS. GA). 2: 3h" 
he RR yg 


*Less than cured on discharge from hospital. 
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July 1, 1943, the date set for the second follow- 
up study. In this group of 72, there were 19 
British patients and 2 members of the R.C.A.F. 
who are, again, not included in this later study. 

Two methods were employed in ascertaining 
the status of the 51 surgically treated cases on 
which this report is based. When possible (and 
it was possible in the majority of cases), the 
men returned to the out-patient department for 
examination. "When a personal interview was 
not possible, information was obtained by means 


TABLE V. 
Carecory “B-2”—1 Case (Restricrep DutTrEs) 


Initials Age Follow-up Remarks 


S.M.R.... 28 lyear Base Unit duties. 


Catrrcory “C’—13 Cases (SEDENTARY DuTIEs) 


Initials Age Follow-up Remarks 


Wound complication—late 
ulceration (8 mos.). Resi- 
dual mild back-ache on 
strenuous exercises. Bat- 
man. 

Has been promoted Sgt. as 
clerk. He is really “A” 
but prefers to remain in 
present job. 

Residual very mild “sci- 
atica’’.—Age. 

Carried on sedentary duties 
for 11 mos., then re- 
turned to Canada. Resi- 
dual back-ache (200 lbs.). 
Openly desired to return 
home. 
ured of sciatica. Was 
“C-2”” before operation, 
on age and feet. Oper- 
ation done here because 
of severe pain and rapid 
wasting of leg muscles. 

Since this study completed 
has mn  re-boarded 
Category “E” for return 
to Canada. 

Driver for Staff Officer. 
Rein. Unit. Prefers this 
job to field. 

No complaints. Duty as 
Postal Sgt. 

Batman. Much improved 
but has some mild resi- 
dual back pain. 

With Rein. Unit (age). 
Improved but has mild 
residual “‘sciatica’’. 

Central herniation. Im- 
proved but some back 

pain. 

Psycho-neurosis too? resi- 
dual leg and back pain. 
Nerve root involved in in- 
flammatory process and 

divided at operation. 
Complete relief of sci- 
atica. Carrying on base 


E.F. (Lt.).. 
STARR 64:0’ 


J.J.McC... 


. 37 2 


. 42 


duties as instrument me- 
chanic. 
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of a questionnaire sent to the medical officer of 
the unit to which the man belonged. The ques- 
tionnaire is similar to that devised by the Brain 
Injuries Committee of the Medical Research 
Council for the follow-up of head injuries 
(Table IT). 
The disposition of all the Canadian patients, 
51, explored up to July 1, 1948, is shown in 
Table III. The question immediately arose as 
to whether or not the 29 cases categorized A 
(fit for any duties) were in fact carrying on full 
duties. We suspected that some patients re- 
taining an A category might be occupying pro- 
tected positions, Examination of Table IV pro- 
vides the answer. All these patients have 
returned to duty and carried on actively. It is 
noteworthy that the 12 cases returned to duty 
Category A prior to November, 1942, have re- 
mained fit and carried on. The second question 
which required consideration was, why were men 
fit only for sedentary duties? Examination of 
Table V indicates some of the reasons. Sciatica 
of mild degree or low back pain persisting after 
operation are obvious causes of disability. Cases 
rated as excellent for many civil occupations 
must have a low army category. The five pa- 
tients falling into the age group from 38 to 42 
would be most unlikely to return to full duties 
in the field even if symptom-free. The endur- 
ance and physical effort which military require- 
ments demand make it difficult for this age 
group to carry on full combatant duties even 
though free from any specific disability. One 
ease (D.S.C.) indicates how a soldier discharged 


Taste VI. 
Category “E’”’—8 Cases 
Initials Age Remarks 

ee 39 Remained Cat. “B” for 7 months. 
Boarded Cat. “E” and evacuated 
to Canada for disease other than 
back or “sciatica”. Reason cannot 
be established. 

ascii 39 Post-op. wound infection. 

Puke. iss. 34 Conscious exaggeration of symptoms. 

Ams .s. & Negative exploration. Functional ex- 
aggeration of symptoms. 

Wumeks.s 41 Paresis of bladder and bowel (pre- 
operatively) with slow recovery. 

GF Akie< as 26 Cured of “sciatica” but has residual 
back pain with post-operative col- 
lapse of the disc shown in x-ray 
films. 

Mies inva 21 Residual “‘sciatica’’. 

J.E.M..... 35 Remained Category ‘‘A’’ and a satis- 


factory result for 12 months. 
Boarded Category ‘“E” for Canada, 
1 May, 1943, because of “ruptured 
external ligament of left knee.” 








rere earn oases 
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from hospital in a low category may so dig 
himself in at a sedentary job that it becomes 
very difficult to shift him to more arduous em- 
ployment. 

Table VI lists the 8 patients from the series 
of 51 who have for any reason become totally 
unfit for military duties. In two cases previously 
mentioned (P.J.P. and A.J.B.) errors of judg- 
ment were made concerning the diagnosis and in 
assessing willingness to serve. Of particular 
importance is the fact that only three patients 
are 35 years or older in the group of 29 cases 
returned to full duties. There were 8 patients 
unfit for all duties of whom only 3 were under 
35 years of age. 

In our opinion, the patient most likely to be 
returned to full duties possesses the following 
characteristics : 


His age is less than 35 and preferably under 
30. He is now suffering acutely from sciatica 
and has had some degree of disability, continu- 
ous or recurrent, for three to six months in spite 
of a variety of treatments. He has no physical 
defects other than those attributable to sciatica. 
His army career has been a reasonably happy 
and successful one. He is not anxious to be dis- 
charged from the army on account of domestic 
difficulties and he is considered emotionally 
stable apart from the inevitable effects of the 
pain and restricted activity. 


Since this report was completed we have re- 
viewed the 47 cases operated on since July 1, 
1943. <A final appraisal of this group cannot 
be made for some time yet, but a preliminary 
study would indicate that the results approxi- 
mate those presented above. 


SUMMARY 


1. Fifty-one Canadian soldiers have been ex- 
plored with the preoperative diagnosis of hernia- 
tion of a lumbar intervertebral disc and have 
been studied since operation, Twenty-nine have 
returned to full duty and 14 to sedentary duty. 
Eight were unfit for military duties. 

2. The results are tabulated on the basis of 
a follow-up study ranging from 2 years and 10 
months after operation to 3 months in more 
recent cases. 

3. The necessity for careful selection of cases 
is stressed if cases treated surgically are to 
return to active military duties. 


82 Oriole Road, 
Toronto. 


R&ésuME 


Cinquante-et-un soldats Canadiens chez lesquels on 
avait porté le diagnostic pré-opératoire de hernie d’un 
disque intervertébral lombaire furent explorés et suivis 
depuis l’opération. Vingt-neuf ont repris pleinement 
leurs occupations antérieures; 14 ont été affectés & un 
travail sédentaire et 8 ont été jugés inaptes au service 
militaire. Les résultats sont basés sur un recul qui 
verie de 2 ans et 10 mois pour les cas les plus anciens 
et de 3 mois pour les opérés récents. Avant d’opérer 
les malades il faut faire un choix judicieux des sujets; 
il faut notamment éviter d’opérer les individus atteints 
de complications neuro-psychiatriques ou  porteurs 
d’autres lésions somatiques. JEAN SAUCIER 


SULFADIAZINE PROPHYLAXIS IN 
NASOPHARYNGITIS AND 
SCARLET FEVER 


By Surg. Lieut..Cmdr. John D. Keith, 
Surg. Lieut.-Cmdr. Alan Ross and 
Surg.-Cmdr. R. K. Thomson 
Royal Canadian Navy 


E are in a wave of prophylaxis with sul- 

fonamide drugs which was initiated in 1939 
by the work of Coburn and Moore,? and of 
Thomas et al.? on rheumatic fever patients. 
They began using small doses of sulfanilamide 
and were successful in markedly reducing the 
incidence of recurrences. These and succeeding 
studies have clearly related rheumatic fever to 
a preceding hemolytic streptococcal infection. 
In 1942-43 sulfathiazole** 1112 was effectively 
used as a preventive for gonococcal infection by 
several groups. In 1941 sulfapyridine®® was 
chosen in an investigation carried on in Aus- 
tralia which eventually proved that drug to be 
efficient in preventing meningococcal menin- 
gitis. Furthermore, it was found able to clear 
up carriers as well. It is in this disease that 
perhaps the most dramatic use of the sulfona- 
mides prophylactically has been demonstrated, 
and it is now** known that 30 grains of sulfa- 
diazine daily for three days will reduce the 
carrier rate from 30 to 3% and completely pro- 
tect contacts. Now sulfaguanadine?? 2? ean be 
added to the list since last year it was found to 
be quite effective in preventing the spread of 
bacillary dysentery among contacts in a hos- 
pital ward. 

The success with H. streptococcus led Sako*® 
to use sulfanilamide on scarlet fever contacts. 
which he found gave them protection, In 1943 
Watson and Schwentker?® administered 1 gm. 
daily of sulfadiazine to several thousand service: 
men for two to four weeks and thereby brought 
a searlet fever epidemic sharply under control.. 
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The prophylactic use of these drugs was given 
a great impetus when sulfadiazine became avail- 
able in quantity and its low incidence of toxicity 
was demonstrated. There is abundant evidence 
now that it is the least toxic of the available 
sulfonamides, apparently having only a slight 
advantage over sulfamerazine.*® 


Approximately 8% of the sulfadiazine-treated*° 
patients develop a reaction to the first admin- 
istration of the drug, when doses of 3 gm. or 
more a day are used. Half.of these are due to 
a mechanical effect on the kidneys of masses 
of erystals of acetylalphadiazine. Gilligan et al.”® 
have shown that renal complication can be 
eliminated by adequate doses of soda bicarbon- 
ate which raises the pH of the urine and dis- 
solves the erystals. Since this is a mechanical 
effect it is obvious why small doses such as 1 
om. a day of diazine do not lead to this type 
of reaction. It is difficult to know how many of 
the other signs of toxicity to expect when 1 gm. 
of this drug is given to healthy individuals but 
the accumulating literature suggests that the 
incidence will be distinctly low. To help in the 
investigation of this question it was decided to 
carry out a study on the use of sulfadiazine in 
reducing an epidemic of sore throats and scarlet 
fever at a naval training base and at the same 
time to investigate the possibilities of using the 
skin test recently advanced by Leftwich’® for 
testing of sulfonamide sensitivity. 


PLAN OF STUDY 


From January 1, 1944 to May 19 there were 
284 cases of searlet fever and 978 cases of acute 
nasopharyngitis admitted to the hospital from 
among the ratings living in 15 barracks blocks. 
The incidence did not reach a marked peak but 
ran along at a fairly constant level although it 
was higher in March than other months. It was 
relatively constant during the period under in- 
vestigation. Throat culture sampling on cases 
of acute nasopharyngitis taken at this time 
showed that 61% contained Group A hemolytic 
streptococci. More than two-thirds were either 
Type 19 or Type 3. 


As might be expected, the new entry blocks 
contributed the lion’s share of the illnesses. 
Their number only represented about 40% of 
the total population but they produced nearly 
two-thirds of the hospital admissions for respira- 
tory diseases, Considering only the respiratory 
- diseases of streptococcal origin it was estimated 
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that over 25,000 days were spent in hospital by 
these men in the first four and one-half months 
of this year. Whether this is considered as time 
lost in work and training or as a financial burden 
to the Navy it assumes notable proportions. 

The six new entry blocks were chosen for this 
study because of their higher incidence of respir- 
atory disease. Each block houses approximately 
340 ratings; thus there were 2,000 men in the 
groups under investigation. There was little 
change in the population of the barracks during 
the period considered. However, there were 
small weekly additions in this interval, 5 to 10 
men at atime. It was decided to carry out the 
study in two main groups: In group 1 were 
1,000 men living in 3 barracks blocks. Two 
blocks were taken as controls and one block was 
treated with sulfadiazine. One gram was given 
daily for two weeks and it was given in one 
dose at the noon meal. The hospital admissions 
for scarlet fever and acute nasopharyngitis in 
the three blocks were then compared. The 
findings are recorded in Fig. 1. 

The second 1,000 men living in three bar- 
racks blocks were divided into two groups of 
500 each. The method of division was to take 
every other man in each block for the control 
group and the alternative men for the treated 
group. The treated ratings received 1 gm. sulfa- 
diazine at the noon meal each day for three 
weeks while those in the control group were 
given an enteric-coated salt tablet at the same 
time over the same period. They were all given 
a general explanation of the plan before start- 
ing but were not told the content of the tablets. 
It was announced that we were comparing the 
effect of the two tablets in preventing sore 
throats and scarlet fever. In this way it was 
hoped to avoid the psychological effect which 
might lead the untreated ones to seek medical 
attention more than the treated ones. At the 
end of the three weeks the hospital admissions 
of scarlet fever and acute nasopharyngitis were 
then compared in the two groups. The results 
are shown in Fig, 2. 

Although the mode of spread appeared to be 
the usual one of contact and airborne infection 
beeause of occasional reports in the literature 
it was considered of interest to culture the milk. 
Both the fresh cow’s milk and the reconstituted 
powdered milk were repeatedly cultured for 
hemolytic streptococci but none were grown. 

The success of the drug is dependent on main- 
taining at least a modest blood level of the free 
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diazine. Watson et al.?* determined the 6-hour 
level after 1 gm. of sulfadiazine in 50 men. 
The average was 2.6 mgm. %. We repeated 
this and determined the 23-hour level as well. 
Since there probably is a slight cumulative effect 
over a few days the samples of blood were taken 
three days to one week after starting the diazine. 
Fig. 4 shows- the continued presence of free 
sulfadiazine 23 hours after 1 gm. daily dose. 
Our 6-hour level averaged 2.1 mgm. % and the 
23-hour level 0.8 mgm. %. 

Since this is known to be an effective blood 
level it was considered of interest to compare 
these levels with those following 0.5 gm, daily. 
The same routine was followed and the results 
are shown in Fig. 5. The average 6-hour level 
was 1.1 mgm. % and the average 23-hour level 
was 0.5 mgm. %. These levels are sufficiently 
near to those following 1 gm. of the drug that 
it appears likely that 0.5 gm. daily may be an 
effective dose also. 

The results depicted in Fig. 1 indicate a defi- 
nite effect of the sulfadiazine on the incidence of 
searlet fever and acute nasopharyngitis. Both 
of the control blocks showed an increase in the 
hospital admissions from the particular diseases, 


HOSPITAL ADMISSION 


FROM 
SULPHADIAZINE 
GROuDp 


ADMISSIONS TO HOSPITAL 


FIG.2 HOSPITAL ADMISSIONS FROM 500 
RATINGS TREATED PROPHYLACTICALLY WITH 
SULPHADIAZINE AND FROM 500 RATINGS 
TREATED WITH PLACEBO OVER A THREE 

WEEK PERIOD - 
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while the treated block only had one admission 
the first week and none the second. 

However, this method of study did not appear 
as satisfactory as the treating of every other 
man with sulfadiazine and using a placebo on 
the alternative ratings. It is conceivable that 
one block might have a rapid decrease in their 
sick, while the others continued to produce pa- 
tients requiring hospital care, particularly in an 
epidemic of streptococcal infection, which is fre- 
quently known to terminate with a rapid decline 
of cases. For this reason the second method 
of study was considered more convincing, It 
will be seen from Fig, 2 that the hospital ad- 
missions were cut to approximately one-third in 
the group receiving sulfadiazine. There were 
eight admissions in the treated group and 26 in 
those receiving the placebo. All of the scarlet 
fever patients were in the placebo group. 

Similarly, when the number of individual pa- 
tients appearing at the sick bay during this 
period were tabulated, a distinct difference be- 
tween the two groups was noted but it was not 
as marked as in the ease of hospital admissions. 
There were 42 new sick bay visitors during this 
three week period among the controls, and 23 


SULPHADIALINE 
TREATED PERIOD 


le 


FROM 
SULPHADIAZINE 
GROUP 


NEW PATIENTS SEEN IN SICK BAY 


FIG.3 RATINGS WHO VISITED SICK BAY 
ONE ORMORE TIMES DURING THE 
THREE WEEK PERIOD SUFFERING 
FROM AN UPPER RESPIRATORY 

INFECTION - 
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from the treated ratings. 
Fig. 3. 


This is shown in 


SULFA-SENSITIVITY 


No definite signs of sulfa-sensitivity were en- 
countered in this study. Stowell et al.* re- 
ported toxic reactions as high as 37% from 
using sulfanilamide prophylactically but this 
has not been the case with other similar studies. 
Kuttner,* giving 1 to 2' gm. of sulfanilamide 
daily to children for eight months of the year 
found 15% developed reactions. Coburn,? with 
the same drug but higher doses (2 to 3 gm. 
daily) had 10% reactions. Feldt,?® using on an 
average of 1 gm. a day with children had 11% 
toxicity. Thomas et al.? studied mainly young 
adults and at the same time used smaller doses 
(0.9 to 1.2 gm. daily). They report only two 
mild reactions from 55 so treated. This suggests 
that in adults on such small doses reactions are 
uncommon. Last year Watson”* reaffirmed this 
in a notable fashion by giving the less toxie drug 
sulfadiazine in 1 gm. doses to several thousand 
ratings for two to four weeks and only three 
mild rashes occurred. At the same time this 
homeopathic dose was shown to be adequately 


effective. There is no question as to the efficacy 
of the sulfonamides in preventing hemolytic 
streptococcal infections of the throat. Now that 
sulfadiazine is available in large quantities and 
has been shown to produce the lowest percentage 
of toxic reactions the question arises very seri- 
ously as to how universally its use should be 
recommended. 

There is always the possibility of a severe 
skin reaction occurring, besides the fact that one 
course of the drug has been shown to increase 
moderately the chances of a reaction on the 
second administration. Hoping to elucidate this 


TABLE I. 
INTRADERMAL TEST FOR SULFADIAZINE SENSITIVITY 
Group I. 
407 ratings tested before starting diazine prophylaxis. 
3 — doubtful. 
2 — positive. 
Group II. 
96 ratings retested after 10 days on diazine. 
1— doubtful both tests. 
2— negative Ist time; doubtful on 2nd test. 
Group III. 
143 ratings retested at 10 days and 3 weeks after 
starting diazine. 
3 — negative on Ist test; doubtful on 2nd and 3rd. 
4—negative on Ist and 2nd; doubtful on 3rd. 
3 — negative on Ist and 3rd; doubtful on 2nd. 
1 — doubtful on Ist test; negative on 2nd and 3rd. 
1 — doubtful on Ist test; doubtful on 2nd and 3rd. 
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aspect of the problem, the skin test for sulfa- 
diazine sensitivity reported by Leftwich**® was 
performed. The results are shown in Table I. 

A doubtful test was considered one where 
the wheal of the test was approximately 4 mm. 
larger in diameter than the control and accom- 
panied by a slightly larger area of redness. 

It will be seen that of 407 tests performed 
before the drug was given two were positive 
although neither knew of having received sulfa- 
diazine previously, or did they have allergic 
histories. They were put into the control 
group. The doubtful cases were allowed to pro- 
ceed with the diazine without ill effects. In the 
repeat tests none showed definite positive reac- 
tions although a larger number of doubtful re- 
actions appeared. These tests tally with our 
findings of no rashes or other reactions to -the 
drug. Five men reported headaches and two 
slight diarrheeas among the sulfonamide group. 
These symptoms may well have been due to the 
drug but at the same time we had the identical 
complaints from some of those receiving the 
salt tablets. However, we took about half of 
such people off their tablets since they them- 
selves attributed their symptoms to the pills. 
Those that continued on had no further com- 
plaints. 


In skin testing a number of individuals of 
known sulfa-sensitivity, the difference between 
the test and the control was usually not ade- 
quate to give a clear-cut reading. This, coupled 
with our findings of reversible doubtful reac- 
tions casts question on the value of the test in 
picking up possible reactions before or after 
the administration of prophylactic doses of 
sulfadiazine. 


COMMENT 


Sulfadiazine prophylaxis is probably the most 
effective measure we have at our disposal at the 
present time to reduce the incidence of hemo- 
lytic streptococeal infections in service person- 
nel. In order to weigh the factors for and 
against its use the following points are set down. 


A. ADVANTAGES 


—_ 


. It reduces the hospital admission for hemolytic strep- 
tococci infections. 

. It reduces somewhat the visits to sick bay. 

. It thereby leads to much saving of man-power and 
hospital costs. 

. It reduces the carrier rate in the well population. 

. The effect of the drug on a group continues for a 
week or two or longer after it has been discontinued 
(presumably because of a reduction in infectious 
carriers). 


St ow ro 


6. It has been shown recently that sulfadiazine has no 
effect on the co-ordination or reaction time in healthy 
young men receiving the drug in large doses. This 
was not true of certain other sulfonamides. 


B. DISADVANTAGES 

1. It must be given daily. 

2. It may produce toxic reactions. 

3. It may sensitize certain individuals and make further 
use of this particular drug unsuitable. (The in- 
cidence of this appears to be very low in the U.S. 
Army and Navy). 

4, It may produce sulfa-resistant strains of streptococci. 
This has been demonstrated clinically in the case of 
the gonococcus and the pneumococci. It has been 
shown in vitro with the hemolytic streptococcus, but 
so far clinical evidence has been meagre.25 
Of the disadvantages, the one that requires 

most consideration is the question of toxic reac- 

tion. It is generally true that the larger doses 
are accompanied more frequently by toxic 
manifestations. We cannot judge the incidence 
of reactions to sulfadiazine by the majority of 
papers appearing in the literature because they 
deal with large doses given over short periods 
in most instances. However, evidence is ac- 
cumulating which points to an exceedingly low 
incidence of toxicity to sulfadiazine when doses 
of 1 gm. a day are used. At the recent Ameri- 
can Medical Association meeting in Chicago 
both Col. Holbrook of the U.S. Army and Com- 
mander Coburn of the U.S. Navy, reported a 
very low incidence of reactions in similar 
studies. Coburn experienced only one serious 
reaction in 10,000. At the same time he en- 
countered one death in 30,000 men given the 
prophylactic sulfadiazine. Though Watson’s 

study was on a smaller group, he also found a 

singularly low frequency of reaction. 

However, one is always conscious of the pos- 
sibility that a severe reaction could occur and 
the development of one such case enforces a 
cautious attitude. It would appear quite safe 
to use diazine prophylactically in most small 
groups when medical control is adequate and at 
early signs of sensitivity the drug could .be 
stopped. Ships or small training establishments 
and similar institutions would appear suitable. 

From the personal experience in the ease of 
one of us (J.D.K.) with other sulfonamides in 
rheumatic fever given over 8 or 9 months, the 
reactions are most likely to occur in the first 
two or three weeks. However, occasional signs 
of toxicity occur later and when possible it 
would be wiser to administer the drug for rela- 
tively short periods (one to four weeks). This 


is sufficient to bring an epidemic under control 
and maintain the effect on the group for some 
time after stoppage, of the drug. Stress may 
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be laid on the necessity for recording sensitivity 
to the sulfonamide drugs on the ratings’ medical 
documents whenever it is encountered in hos- 
pital or sick bay. No group should be treated 
prophylactically without an enquiry of each in- 
dividual as to whether he has ever shown any 
sulfa-sensitivity previously. 


It is the opinion of the authors that while we 
consider sulfadiazine the most important single 
method of combating streptococcal infections, 
prophylactically we believe it should be applied 
in conjunction with other hygienic measures. 
Of the latter, probably the most important is 
dust control by oiling floors, ete. We also aim 
at prevention of crowding, adequacy of ventila- 
tion and good personal hygiene. The segrega- 
tion of post-infection carriers may be required 
at times. Much information about the preva- 
lence and epidemic possibilities can be garnered 
by culturing and typing of hemolytic strepto- 
cocci from throats on admission to hospital and 
sick bay. Similar investigation of groups com- 
ing from the various divisions inland when 
epidemics are known to exist, would be profit- 
able, and make it possible to control the spread 
of infections early before they assume epidemic 
proportions. Quarantine of barracks should not 
be necessary now because when an epidemic 
begins to make its appearance in spite of the 
above precautions, it should be possible to con- 
trol it, by administration of the sulfadiazine. 
Two or three cases of streptococcal pharyngitis 
or searlet fever arising in one barracks block in 
a week should be sufficient signal to commence 
the small prophylactic dose in that unit. 


In modern epidemics, administering the sulfa- 
diazine prophylaxis in the particular block or 
barracks when infection is appearing, should be 
adequate to meet the situation. The widespread 
use of the drug would only appear necessary 
in large epidemics when the hemolytic strepto- 
cocci are particularly rampant. 


When hemolytic strepococeal infections are 
endemic or sporadic and the hospital admissions 
from resulting diseases are scanty, it is very 
questionable whether it is necessary or advisable 
to set this type of prophylaxis in motion. There 
seems no doubt, however, that it should be used 
judiciously to keep infections of the hemolytic 
streptococcus to a minimum. Just how widely 
it should be used is still to be determined. If 
severe toxic reactions could be eliminated, or if 
after the results of many thousands treated pro- 





phylactically, it could be shown that such reac- 
tions were extremely rare it might be profitable 
to use sulfadiazine or a similar drug in a wide- 
spread fashion. However, at the present time 
we have not accumulated enough evidence to 
permit this conclusion. 


SUMMARY 

An epidemic of acute nasopharyngitis and 
searlet fever occurred in the new entry section 
of an R.C.N. base. Alternate ratings were 
treated with prophylactic doses of sulfadiazine 
consisting of 1 gm. daily. In the treated group, 
compared with the control group, hospital ad- 
missions from these two diseases were notably 
reduced, as were the sick bay visitors. 

No significant reactions were observed. Two 
hundred and thirty-six were retested for sulfa- 
diazine sensitivity and none showed positive 


‘tests after ten days to three weeks of sulfa- 


diazine administration, 


The authors wish to express their appreciation to the 
several medical officers at H.M.C.S. Cornwallis who 
assisted in this study, and to the bacteriological and 
chemistry departments for their technical assistance. 

The typing of streptococci referred to was done by 
Dr. E. T. Bynoe, of the Department of Pensions and 
National Health in Ottawa. 
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THEORETICAL AND EXPERIMENTAL 
ASPECTS OF SURGICAL 
REFRIGERATION* 


By Frederick M. Allen, M.D. 
New York City, N.Y. 


ITH the diffidence of a non-surgeon ad- 

dressing this assembly of representative 
surgeons, I shall adhere to theoretical and ex- 
perimental considerations. Brevity will require 
omitting most details of this large subject, so 
that only a brief and partial survey of the 
growing mass of facts will be possible. 

Although cold is instinctively dreaded as 
inimical to life, many organisms are known to 
tolerate extremely low temperatures. Examples 
are the freezing of bacteria in liquid helium at 
—450° F. and of yeasts at -300° F. without ap- 
parent injury. Conceivably, some organisms 
can be thus preserved in a state of suspended 
animation so as to be practically immune to 
the passage of time. Living bacteria are said 
to have been recovered from inside the trunks 
of mammoths frozen for thousands of years in 
the Siberian ice; and there is the Arrhenius 
speculation of panspermy, according to which 
the first germs of life may have been carried to 
this planet through inconceivably vast time and 
space at the lowest limits of cold. 

The tolerance of higher organisms for reduc- 
tion of body temperature is known to vary 
widely. Some fish can survive freezing in a 
block of ice. Many cold-blooded species and 
the hibernators among warm-blooded species can 
endure long periods of reduction almost to 
freezing. The non-hibernating species react to 
cold with vasoconstriction, shivering, and other 
complicated reactions governed from hypothala- 
mic centres, the purpose of which is to main- 
tain body temperature. The overtaxing of these 
defenses leads to exhaustion, and even shock, but 
Fay showed how these reactions can be mini- 
mized by sedation and rapid cooling so as to 
produce a partial imitation of hibernation even 
in the highest species, including man. Metabol- 
ism, circulation, and other vital functions are 
not reduced as low as in true hibernation, and 
the tolerated temperatures are not as low. 

Acute fatality from cessation first of breath- 
ing and then of heart action occurs at certain 
critical temperatures, ranging from 13 or 14° 





*From the City Hospital, New York, N.Y. 
Delivered before the American College of Surgeons, 
Montreal, March, 1944. 


C. for the rat to 22° C. for the dog. Human 
beings were shown by Fay to withstand several 
days of rectal temperature around 24° C. or 
74° F. Torpor and the slowing of all physio- 
logical processes by cold are characteristic of 
many poikilotherms, such as the amphibia, and 
of all higher species in natural or artificial 
hibernation; but another class of poikilotherms 
is exemplified by fish such as the trout and 
salmon, which are intensely active in icy water. 
Their protoplasm is evidently geared so that 
their organs and nervous systems function nor- 
mally at temperatures near freezing, and in such 
species the blocking of nerve impulses by cold 
is evidently impossible. 


LocAL HYPOTHERMIA 


This general or systemic hypothermia cannot 
be further discussed, because our topic centres 
around local hypothermia. The reaction when 
any part of a warm-blooded animal is exposed 
to cold is both complex and variable according 
to many modifications of degree and kind. The 
well-known vasoconstriction with pallor gives 
way to vasodilatation, and the chilled part is 
apt to be bright pink from this cause and from 
the high oxygen content of the blood. In- 
ereased vascular permeability, with passage of 
fluid into the tissues, is regarded as a defensive 
process reducing the thermal conductivity of the 
tissues, and in extreme form it is a factor in 
the cedema found in frost-bite and immersion- 
foot. Besides these harmful effects of cold, 
there are the equally familiar preservative 
effects, illustrated by the keeping of living tis- 
sues for long periods in an ice-box. An equiva- 
lent isolation of tissues without severing them 
from the body is accomplished by stopping 
circulation with a tourniquet. 

This procedure adds another element of ap- 
prehension. As danger and fear are associated 
with cold, so also there are misgivings and tradi- 
tional cautions with regard to the tourniquet 
and deprivation of blood. Therefore the facts 
must be examined in some detail. 

The effects of a tourniquet depend on the 
material, breadth, tension, time and tempera- 
ture. Hard or inelastic materials, such as wire, 
cord, fabric or stiff rubber, create troubles 
either by looseness or by crushing of tissue. 
Breadth adds to the area of compressed tissue 
without reducing the degree of tension necessary 
for stopping blood flow. For these reasons we 
use two superimposed turns of a 14-inch soft 
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rubber tube, until an ideal air-pressure instru- 
ment may be found. The tension should theo- 
retically be the minimum which will positively 
stop circulation. In practice, errors are usually 
on the side of insufficient tension. The very 
strong tension which is necessary in the leg 
seems to cause no harm, even in advanced 
arteriosclerosis. Paralysis is more easily pro- 
duced in the arm, and padding may be helpful 
to prevent direct crushing of the principal 
nerves against bone. The time factor has been 
grossly misjudged by surgeons in the past. The 
limbs of animals and apparently also of human 
beings can survive 12 to 15 hours of complete 
asphyxia at ordinary room temperatures, The 
enormous influence of temperature is illustrated 
by the destruction of limbs with an hour of liga- 
tion at temperatures within febrile range and 
their safe preservation for several days at 
temperatures slightly above freezing. 

The fears and dangers of tourniquets are 
bound up with the considerations just men- 
tioned. I doubt if the dreaded permanent 
paralysis, contractures, and atrophies have ever 
resulted from anything except violations of the 
principles stated. For example, a broad zone 
of crushing may cripple muscles or cause re- 
generating nerve fibres to be blocked by a wide 
zone of inflammation and fibrosis; but even pro- 
longed constriction by a soft narrow tourniquet 
amounts to no more than a surgical section fol- 
lowed by suture, and the injury is temporary 
because the muscles can be repaired and the 
nerves regenerated. Under proper conditions 
necrosis need not be feared from either pressure 
or asphyxia, except after much longer periods 
than traditionally supposed. Some disasters 
have doubtless occurred in hot weather, and far 
more have resulted from the custom of artificial 
warming of the patient or the limb. An im- 
portant fact, however, is that at all ordinary 
temperatures there is progressive devitalization 
and lowering of resistance in tissues in propor- 
tion to the length of time without blood supply. 
Also, in practice, a tourniquet is ordinarily 
placed not on a normal but on a wounded or 
infected limb. Limbs with such complications 
cannot withstand as long asphyxia as normal 
limbs. Caution against these real dangers is 


necessary. The military and first-aid rule of 
loosening a tourniquet every half-hour errs on 
the conservative side, in order to avoid injury 
under the worst conditions and the most ignor- 
There are advantages in a 


ant management, 
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more elastic plan allowing a physician to ex- 
ercise judgment according to actual existing 
conditions. 

Another use of the tourniquet, which has been 
emphasized by Crossman, has been approved 
under military regulations since the first World 


War. When a limb is injured or infected to 
such an extent that amputation is obviously 
necessary, the immediate application of a per- 
manent tourniquet will stop hemorrhage, toxic 
absorption, pain, and also any increase of shock 
or spread of infection. The amputation may 
then be performed when feasible, hours or days 
later, above the permanent tourniquet. A recent 
example of this use of a tourniquet even at 
ordinary temperature has been published by 
Adolph. 

When a limb bearing a tourniquet is exposed 
to warm water or air within a febrile range 
which feels merely comfortable to the observer’s 
hand, the rapid destruction which has already 
been mentioned proceeds in stages. In this 
rapid process the time required for penetration 
of the warmth is an appreciable factor, there- 
fore the outer tissues suffer most. The effects 
of first, second and third degree burns are thus 
reproduced, at temperatures far below those 
which will endanger tissues with normal blood 
supply. These results are an exaggerated form 
of the burns which are familiar clinically, when 
a hot water bottle or electric pad is applied to 
an area where circulation is poor either from 
local causes or from general weakness. The 
final result is gangrene of the entire limb. 
These experiences carry a warning against 
clinical applications of warmth to limbs which 
require a tourniquet or which have deficient 
circulation because of wounds or other causes. 

A radical reduction of temperature in a nor- 
mal limb is practically obtainable only with a 
tourniquet. Exclusion of blood by an Esmarch 
bandage or any other form of general compres- 
sion is open to even greater objections than 
those formerly mentioned against an unneces- 
sarily broad tourniquet, namely, that pressure is 
injurious to tissues, even though this injury is 
minimized by reduced temperature. Arterio- 
sclerosis, embolism or any other important ob- 
struction to circulation serves as a partial 
tourniquet and thus may sometimes permit of 
through-and-through chilling without an actual 
tourniquet. Refrigeration of the surface of a 
normal limb will lower the deep temperature 
somewhat, partly by direct cooling and partly 
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by reflex vasoconstriction, but under some con- 
ditions these neurovascular reactions carry pos- 
sibilities of harm, as already mentioned. There- 
fore a tourniquet serves for three purposes in 
connection with refrigeration. It stops inflow 
of warm blood, so that the tissues can be chilled 
quickly and thoroughly, like excised tissues in 
an ice-box. It stops return flow of cold blood 
and thus prevents chilling of the body. It serves 
for abolishing all nervous and vascular reac- 
tions, all defensive mechanisms and all proto- 
plasmic reactivity of every kind, including 
shock, so that the tissues behave as if dead 
during the time of refrigeration. 

The fears which are aroused by superficial 
consideration of this method pertain chiefly to 
frost-bite. Although the injuries resulting from 
cold are still imperfectly understood, the chief 
factors may be fixed in memory under three t’s 
—tissue, temperature and time—and two ¢’s— 
circulation and complications. 

There are evidently differences in the resist- 
ance of skin, muscles, blood vessels and viscera, 
but these are not accurately defined. The tem- 
perature required to freeze tissue is about -—2.5° 
C. That mere congealing and ice formation is 
not necessarily fatal to cells even in the highest 
species is shown by the familiar experiences 
with freezing of fingers or ears in cold weather, 
and the stiff freezing of the skin in ethyl 
chloride anesthesia. The comparative effect of 
freezing at levels slightly below or far below 
zero C. is a question requiring much further 
study. The recent papers of Ebin give experi- 
ments and references showing that portions of 
the brain, liver, vena cava and femoral artery 
of animals can be frozen with solid carbon 
dioxide for one minute without subsequent 
signs of damage grossly or microscopically, but 
temperatures slightly below zero are more de- 
structive. Another recent paper by Davis re- 


gards the frost-bite of aviators as particularly - 


severe because of the unusually low tempera- 
tures encountered. It is possible for both views 
to be correct, according to modifying factors 
which are not yet clear. Time is obviously one 
of the most important factors. 
other peripheral tissues are known to withstand 
brief freezing with no injury beyond temporary 


The skin and. 


stinging and redness, while with longer freezing . 


the damage increases up to total necrosis. The 
time limits of tolerance for various organs and 
tissues have not been ascertained. On the other 
hand, there is the effect of cold to suspend vital 


functions so as practically to abolish the in- 
fluence of time. Thus, it is conceivable that 
spermatozoa which survive forty days at the 
temperature of liquid nitrogen might prove 
practically immortal at that temperature. 

The blood circulation is obviously an impor- 
tant factor in determining how quickly and 
deeply a part can be chilled; also the damage 
from cold in all degrees short of necrosis is ex- 
pressed chiefly in a neurocirculatory reaction. 
As already mentioned, complete stoppage of 
circulation, by a tourniquet or otherwise, makes 
possible the most rapid and radical chilling 
without any defensive reaction. Extreme re- 
duction of circulation, for example by arterio- 
sclerosis or thrombosis, may go far toward the 
same result, at least under controlled thera- 
peutic conditions. Under some circumstances 
minor degrees of impaired circulation reduce 
tissue resistance and increase the susceptibility 
to damage. Thus cramped position, tight cloth- 
ing or general weakness are factors in the causa- 
tion of ‘‘trench foot’’ and similar lesions, even 
at temperatures far above freezing. Pressure 
of dressings or apparatus is the commonest and 
most destructive error to be avoided in thera- 
peutic refrigeration. 

Complications may be classed in two divi- 
sions. The most important environmental factor 
conducing to thermal damage is moisture, as 
implied in the term ‘‘immersion foot’’. This 
influence is so potent that conditions resembling 
‘‘immersion foot’’ have been reported in life- 
boat survivors who had their feet for several 
days in warm sea water. Typical injuries, how- 
ever, have been found in limbs chilled for long 
periods without wetting, at temperatures con- 
stantly above freezing. Predisposing complica- 
tions within the body are malnutrition, avita- 
minosis, wounds of thé exposed limbs, and the 
circulatory impairments already mentioned. 

The therapeutic use of cold avoids both freez- 
ing and the factors which predispose to injury. 
Physicians have long been familiar with the 
harmlessness of ice-bags applied for much longer 
times than the period of exposure in lifeboat 
survivors. Equally simple precautions assure 


safety in refrigerating limbs, either with or 
without a tourniquet. 

Refrigeration without a tourniquet has the 
advantages of simplicity, unlimited time of ap- 
plication, and adaptability. Several authors 
have reported benefits from surrounding in- 
fected legs with ice or ice-bags for several weeks. 
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Kross holds the present record for duration, by 
having refrigerated a burned leg for eleven 
weeks, with recovery. Adaptability means that 
the temperature can be varied more widely than 
is customary with a tourniquet, from a near- 
freezing level in gangrene to, perhaps, 23 or 26° 
C. for frost-bite. Also the treatment may be 
changed if so desired, and there is no irrevocable 
commitment to operate as is the case after very 
prolonged tourniquet application. 

Refrigeration without a tourniquet may be 
used to reduce local pain, also edema and in- 
flammation if they become excessive. There has 
never been any idea of improving upon natural 
healing processes when these are competent. 
Brooks and Duncan’s experiments with trivial 
skin lesions in rabbits bear no relation to gan- 
grene and other processes in which the normal 
defenses fail. Thus, we chill an arteriosclerotic 
stump after amputation, because the traumatic 
inflammation often creates a demand for more 
blood than. the thickened vessels can supply. 
The reduced temperature reduces local meta- 
bolism so that the tissues can be nourished with 
the circulation that is available; sloughing is 
prevented and infection checked. (£dema is 
probably a beneficial feature in the normal re- 
action to injury, but it may be excessive and it 
may make dangerous pressure upon a feeble 
circulation; it then also furnishes a culture 
medium for bacteria, and the restraining in- 
fluence of eold is thus beneficial. 

Refrigeration without a tourniquet can also 
be used as a local anesthetic. It may suffice for 
amputation of limbs if arteriosclerosis or any 
other circulatory obstruction is sufficiently ex- 
treme and if the cold is applied much longer 
than is necessary with a tourniquet. Generally, 
this anesthetic method is efficient only for super- 
ficial operations. One advantage of this method 
is that it is not limited to the limbs; an illus- 
tration is Mock’s recommendation of it for skin 
grafting. 

In dangerous gangrene or infection of a limb, 
with severe fever and intoxication, packing of 
the entire limb in ice or ice-bags is urgent, and 
the results are usually dramatic, Although 
sulfonamide drugs and all other routine meas- 
ures are properly used, even without these the 
condition may be transformed within 24 or 48 
hours. After this preparation, amputation can 
be performed with vastly better prospects. In 
arteriosclerotic cases the pain and the spread 
of necrosis and infection are usually checked 
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for only a few days, so that a cure without 
operation is not ordinarily expected in such 
cases. Temple Fay’s advocacy of refrigeration 
for gas gangrene is now supported by reports 
from other quarters, including the military 
services, and it promises to rank as one of the 
most important therapeutic measures. 

Refrigeration has been established as a stand- 
ard treatment for frost-bite, immersion foot 
and other injuries from cold, thanks to the 
pioneer studies of Webster, White, Bigelow, 
Ungley, Greene and others. Although ice-bags 
or refrigerating blankets may be used, the best 
medium seems to be cold dry air. The most 
favourable temperature is probably not much 
above or below 20° C. The lack of benefit re- 
ported by Davis may perhaps have been due to 
his use of much lower temperatures. 

An extremely important and neglected use 
of refrigeration without a tourniquet is in the 
treatment of burns, Ice-bags or iced compresses 
are better than nothing, but are not really satis- 
factory. A cold air chamber is convenient for 
the limbs. For burns of the trunk, refrigerat- 
ing blankets may be placed either over or under 
the patient. Cold is beneficial for relieving pain 
without sedatives, and for checking cedema, ex- 
udation, infection, tissue devitalization and 
shock. Another advantage is that it can be used 
in connection with any other method of treat- 
ment, except compressive bandaging. Cold acts 
similarly to compression in the reduction of 
exudation and shock. It is superior in the con- 
trol of pain and infection, and a still greater 
superiority is in regard to tissue preservation. 
Notoriously, pressure injures tissues, while the 
preservative effects of cold are such that any- 
body who tries refrigeration is likely to find 
smaller loss of tissue and less need for skin 
grafts than he ever anticipated. We have not 
been able to obtain large-scale tests of the 
method, but besides our own small series from 
City Hospital the single case reported by Kross 
appears impressive. 

Refrigeration without a tourniquet for shock 
treatment is rational. After attempts by many 
authors during many years to prove that sec- 
ondary shock is either a shift of fluid balance 
or an intoxication from products of damaged 
tissue, we now know that it is both. Cold re- 
tards fluid migration and inhibits toxin forma- 
tion, One of the important lessons of recent 


years is that the previously customary heating 
of the shock patient aggravates the shock. Evi- 
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dently a slight spontaneous fall of body tem- 
perature is a natural reaction which should not 
be interfered with, but the benefit of artificial 
cooling of the entire body is still a moot ques- 
tion. All experimenters agree that shocked ani- 
mals survive longer at reduced than at normal 
or elevated temperature; also pre-cooling of a 
local part prevents shock from injuries inflicted 
upon that part. When the local cold is applied 
subsequent to the injury, Blalock was able to 
find only a lengthened survival, not a final re- 
duction of mortality, but I have shown that 
under proper conditions a very marked saving 
of life is demonstrable. "When shock results 
from limb wounds or superficial injuries (burns, 
ete.), the safest clinical advice is to keep the 
damaged parts cold and the patient reasonably 
warm. Green*® has furnished the latest support 
for chilling of the injured part, together with a 
cool environment and slightly reduced rectal 
temperature (not below 34° C, or 94° F.). 


Refrigeration without a tourniquet is still in 
process of development for miscellaneous uses. 
Constitutional or local hypothermia has been 
established particularly by Fay as superior to 
narcotics for relief of various pains, including 
the intractable pain of cancer. This control is 
usually temporary except for conditions which 
become cured either spontaneously or by other 
treatment. A series of brief refrigeration treat- 
ments have occasionally given permanent relief 
of such conditions as painful stumps remaining 
months after amputation (Safford). As a rule, 
however, the pains of arthritis, arteriosclerosis 
and other chronic ailments are not helped in 
a permanent sense. Thrombophlebitis seems to 
be genuinely benefited by cold, presumably in 
its double status as a vascular disorder and an 
infection. Odd and unexpected uses are de- 
veloping. For example, the military services, 
prompted by Fay’s original observation in 
filariasis, report a few cures of tropical ulcer. 
Perhaps some tropical parasites are killed 
by cold of a certain degree or duration, and 
research to obtain more exact data on these 
points is said to be under way. 

Turning now to refrigeration with a tourni- 
quet, we obtain, as already explained, a more 
radical and thorough chilling such as is neces- 
sary in some circumstances. It may be in- 
dicated, for example, in desperate cases of gan- 
grene with infection, or gas gangrene, when 
amputation is not feasible or prudent but the 


spread of bacteria and their poisons must be 
stopped immediately and decisively. Haley was 
the first to publish cases of gangrene of the 
foot; treated by application of a tourniquet 
below the knee. Such a tourniquet is placed 
above the zone of visible infection, but the leg 
is buried in ice or ice-bags up to the groin in 
order to get the benefits of refrigeration without 
a tourniquet for the presumed invisible invasion 
in the thigh. The entire benefit of amputation 
is thus obtained without the disturbance of 
amputation ; also the treatment can be begun by 
any physician anywhere without the delay of 
transportation to a hospital. Unless death is 
already impending from systemic intoxication, 
the result is a rapid transformation with sub- 
sidence of pain, fever and delirium and recovery 
of appetite and strength. Then a new tourni- 
quet can be placed above the knee without re- 
moving the first one, and after two or three 
hours the usual shockless amputation can be 
performed between the tourniquets. Instead of 
the first tourniquet, McElvenny accomplishes 
the same purpose by solid freezing of the leg 
to below the knee, and when conditions are 
satisfactory after several days the usual ampu- 
tation is done above the knee. It must be re- 
membered that this plan, in the form of either 
the permanent tourniquet or solid freezing, 
necessitates amputation; therefore permission 
for the operation should be assured before the 
procedure is begun. 


Refrigeration with a tourniquet can also be 
used for most of the purposes already men- 
tioned, if there is need of deeper and more 
radical chilling than is possible without a tourni- 
quet, and if the time of treatment is not too 
long. For example, if it is fully confirmed that 
parasites can be killed by cold, there is a pos- 
sibility that the necessary degree of reduced 
temperature especially in deep locations may be 
obtainable only with a tourniquet. Unnecessary 
apprehension still persists concerning the safe 
duration of tourniquet application. From our 
clinical experience with legs thus treated for 
many periods up to eight hours, together with 
pathological examinations of the tissues, we feel 
compelled to differ with some conclusions in the 
otherwise excellent paper of Richards. Special 


circumstances connected with his few observa- 
tions may have created erroneous impressions. 
of the harmfulness of a tourniquet applied with 
refrigeration for as short a time as two hours. 
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ALLEN : 
Our clinical results are corroborated by the 
much longer periods of safe tourniquet appli- 
cation in animals, namely 54 hours in legs 
(Allen) and 96 hours in rats’ tails (Brooks and 
Duncan). The diffuse pressure employed by the 
latter authors might readily account for the 
slight atrophy found. Amputation is more 
drastic than a tourniquet, yet Blakemore, Lord 
and Stefko were able to amputate dogs’ legs, 
refrigerate them for 24 hours and then replace 
them surgically, with a subsequent recovery of 
fully normal function. Incidentally,.this ex- 
ample may encourage clinical surgeons to under- 
take a similar restoration of human limbs after 
any fairly clean traumatic amputation. A time 
interval of hours or perhaps days can be bridged 
by refrigeration, and the main obstacle to be 
overcome is infection. Less speculatively, how- 
ever, the refrigeration method can be recom- 
mended for any prolonged operations of plastic 
or other character, in which it is necessary or 
desirable to exclude blood. It is even possible 
(but not yet proved) that better plastic results 
can be obtained in this way than without a 
tourniquet. 

Refrigeration with a tourniquet has mainly 
been used and is most familiar as an anesthetic 
for amputations in poor-risk patients. The de- 
tailed method and results will be deseribed by 
Dr. Crossman, who was responsible for the clini- 
cal adoption. Numerous authors have endorsed 
it with gratifying unanimity. The following 
theoretical advantages are apparently confirmed 
in practice. (1) The tourniquet is convenient 
for a quick easy amputation. (2) Pain is 
absent both during and after operation, with 
little or no need for sedatives. (3) The absence 
of shock is unique among all anesthetic methods. 
(4) Uninterrupted eating and other habits con- 
duce to preservation of strength. (5) The 
preservation of tissue tends to prevent slough- 
ing. (6) Postoperative inflammation is modi- 
fied; the local metabolism is reduced so as to 
keep the tissue needs within the capacity of the 
limited blood supply; the consequent ample 
oxygenation favours tissue vitality and dis- 
courages anaerobic infection. (7) Cidema and 
its deleterious pressure are controlled. (8) 
Bacterial multiplication and toxin formation are 
repressed. (9) All these features, especially 
the four last mentioned and also the direct in- 
hibition of clotting by cold, tend theoretically to 
remove the causes of thrombosis and embolism, 
_ and practical confirmation is furnished by the 
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absence of a single accident of this character 
among over a hundred naturally predisposed 
cases in the series of Crossman and co-workers. 
(10) Gastrointestinal and other disturbances 
following amputations have been absent. (11) 
In the minority of cases needing drainage the 
reduction of temperature prevents irritative 
reaction to a foreign body, delays agglutination 
of the wound edges so as to obviate pocketing, 
and produces an irrigation from within by a 
free flow of thin odourless serum tinged with 
oxyhemoglobin. .(12) Re-amputation is easy 
and relatively safe. (138) All the above con- 
siderations are favourable to low amputations, 
in any cases where the lowest possible level may 
be desirable. (14) Control of the rate of heal- 
ing is an important advantage, and the slightly 
delayed primary union which is the usual 
result may considerably shorten convalescence in 
comparison with the more frequent breaking 
down of the wound without such control. (15) 
The soft rounded stump after final healing sug- 
gests an avoidance of harmful sclerosis, in ac- 
cord with Smith’s observation of the altered 
growth of fibroblasts in tissue cultures at re- 
duced temperature. 

Passing on to another surgical problem, name- 
ly thrombosis and embolism, I wish to venture 
some new suggestions regarding treatment. The 
benefits of refrigeration for preventing or re- 
tarding gangrene and gaining time for develop- 
ment of collateral circulation and for consti- 
tutional recovery from a crisis are illustrated 
in the embolic cases of Crossman and co-workers, 
and the reports of Mock on traumatic thrombosis 
in civil life, and of Bowers, in soldiers. These 
represent the best that can be accomplished in 
late stages, but there should be information and 
effort aimed at ideal management in the earliest 
and most hopeful stage. If there is reason to 
hope for restoration of circulation by heparin, 
heat and vasodilator drugs, these should obvi- 
ously be tried. A time limit of perhaps an hour 
or two may be allowed if there are doubts; but 
as soon as there is evidence of complete block- 
ing of a major artery, the detrimental effects of 
heat upon bloodless tissues should be remem- 
bered. Surrounding the limb with ice is then 
a very beneficial measure, which can be carried 
out immediately, even at the patient’s home. 
Because the- thrombus acts like a tourniquet, 
deep chilling is possible and pain and tissue 
devitalization can be checked. Not only is the 
contraction of blood vessels immaterial, but I 
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also propose the earliest possible placing of a 
tourniquet well above the point of occlusion. 
The reasons are: (@) pain and shock are still 
more effectively controlled; (b) useless col- 
lateral circulation, which conveys warmth and 
blood for potential clot formation into the small 
vessels, is stopped; (c) the propagation of the 
thrombus upward, which is one of the worst 
dangers, is stopped decisively at the tourniquet 
level; (d@) the radical chilling directly inhibits 
blood clotting in both large and small vessels, 
and also prevents adhesion of clots to the vessel 
walls; (€) the -all-important vitality of the 
walls of large and small blood vessels is pre- 
served; (f) the patient is ready for embolec- 
tomy by the time he reaches the hospital or 
operating room, without need for other anes- 
thesia. It may be hoped that these measures, 
together with postoperative chilling without a 
tourniquet, will greatly extend the feasible time 
limits for embolectomy and improve the results. 

Since there is now so much testimony to the 
benefits of the various uses of reduced tempera- 
ture in civil practice, it must be regretted that 
the development of the method was so unneces- 
sarily delayed that it has not been available to 
any great extent for soldiers. It might have 
saved wholesale suffering in the first winter 
campaigns in Finland, Russia and China, when 
anesthetics are said to have been lacking for 
thousands of operations. It has been used oc- 
easionally in a few base hospitals, and the prin- 
cipal practical accomplishment has been in the 
treatment of frost-bite and immersion foot by 
Webster and others. Since limb wounds rank 
high among total casualties, the prompt stop- 
ping of hemorrhage, pain, shock, infection and 
tissue devitalization is important. When a sud- 
den rush of wounded overtaxes the medical 
facilities, there is an advantage if the limb 
casualties can quickly be made comfortable and 
await operation at a convenient time or be trans- 
ported without suffering or injury. The sole 
objection raised against the plan, namely the 
lack of ice or equipment, can be answered as 
follows. (a) A compact 200-pound apparatus 
is available which can be operated by the motor 
of a truck or ambulance and is no more ecumber- 
some than x-ray or various other equipment 
which is carried to the fighting front. (b) 
There has been plenty of ice in winter fighting 
on several fronts. (c) Naval vessels have ice 
or refrigeration. (d) Casualties are evacuated 
rapidly by airplane or otherwise to rear hos- 


REFRIGERATION 


Can. M.A. J. 
Sept. 1944, vol. 51 
OOS ee 


pitals fully equipped with refrigeration and 
other facilities. It would appear that these 
considerations, together with the adaptability of 
the Therm-O-Rite apparatus, should justify at 
least an adequate military trial of refrigeration. 

Only a few recent papers are contained in 
the appended list, but some of them give more 
liberal references to the accumulating literature. 
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GENERAL PRACTICE — A SPECIALTY 


By Surgeon Lieut.-Commander J. L. Little, 
R.C.N.V.R. 


Director, Canadian Medical Intelligence Division 


HYSICIANS entering private practice after 

the war will have to be far better equipped 
than formerly. The reasons for this are obvi- 
ous. The public have become avid readers of 
the medical columnists in the daily press and 
weekly magazines. The government is entering 
the field of medical treatment under a health 
insurance scheme where their official physicians 
will be required to know the latest. Most of 
the medical officers returning from the services 
will have been brought up to date on recent 
progress in therapy. Competition will be keen. 
All of these factors will force the young gen- 
eral practitioner to extend his scientific knowl- 
edge and medical skill to a point where he can 
retain his self-respect in practice. 


Unfortunately medical schools have given too 
little attention in their postgraduate teaching to 
the development of a definite course for general 
practitioners. The emphasis has been upon the 
training of specialists, producing embryo sur- 
geons, internists, accoucheurs or ‘‘ologists’’. 
These are certainly necessary for teaching staff 
and consultant services but there will always 
remain the general practitioner. The family 
doctor, once the paragon, is in danger of losing 
his halo. For that matter, hard-headed business 
men in the profession of medicine have always 
preferred cash to a crown. In the last two or 
three decades few of the gold medallists have 
been attracted to the vocation of ‘‘family doc- 
tor’’. The fault does not lie in a lack of ap- 
preciation by the public. It is rather that the 
schools and hospitals have bowed down to the 
glamorous cult of specialism. The public’s 
affection and esteem for their family doctor 
must be recaptured even if it means that a new 
specialty will have to be born—the specialty of 
general practice. This may sound like a cross 
between reaction and radicalism but it is simply 
sound sense, a new emphasis on values. 

No longer will a university degree and licens- 
ing diploma be regarded as a sign of competence 
whereby every graduate can attend to each and 
all the ills of humanity. No matter what his 
financial handicap may be the young practitioner 
‘should stay under practical tutorship until he 


is properly fitted to give community leadership 
in matters of health. No less than three- 
quarters of our young medical officers may have 
to make a decision on this matter in the not 
too distant future, and they are scanning what- 
ever advice is offered about making this adjust- 
ment of their lives. Perhaps this scattered 
thinking may not be taken amiss. 

If I were asked: ‘‘What is general practice 
really like?’’ I would be hard put to frame 
an answer. It begins slowly—a building up 
process. It is more like a way of life than 
a sharply cut scientific pursuit. The general 
practitioner is essentially the confidant of his 
fellow men, with all that is implied in that word 
‘‘eonfidant’’. That means that he gathers to 
himself a reputation for integrity, understand- 
ing and healing skill. It is difficult to explain 
in brief but a few details of his capacity may 
be outlined. 

In the field of internal medicine he must be 
a good diagnostician, unerringly sorting out the 
early signs of organic disease from the anxiety 
states which plague the tense emotional lives of 
modern men and women. He has to learn the 
present limits of his proved knowledge and be 
quick to seek assistance from his older and more 
experienced colleagues. Many a case will baffle 
and weary him, The responsibility for these 
should be shared. The technique of physical 
examination is something which must be conned 
thoroughly and readapted as one’s knowledge 
grows. For instance, all too often general prac- 
titioners throw up their hands when confronted 
with neurological abnormalities. The root of 
their discomfiture is a curious mixture of bad 
grounding, laziness and mystification. If a 
neurologist can unravel a case without special 
equipment, any other physician can do likewise, 
providing, of course, that he is prepared to work 
at it. In all of the ‘‘ologies’’ persistent practice 
leads to a degree of perfection. 

The family doctor should feel at home in his 
office laboratory. There is a great deal of satis- 
faction in being able to depend on one’s own 
microscopy. Staining and examining blood 
smears, performing urinalyses, doing white blood 
counts, checking sedimentation rates, searching 
for ova or trichomonads is not a chore; it can 
be a happy break in office routine. This is about 
our only chance to remain near the minutie of 
medicine. 

In the operating theatre the general practi- 
tioner should not only be properly qualified but 
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also content to serve as an intelligent assistant 
to a specialist surgeon. His judgment and 
dexterity in the care of minor surgical problems 


. should be such that he will not be shamed by his - 


results. He should be competent to deal with 
simple fractures, cervical cauterization, blood 
transfusion, diagnostic endoscopy and aspiration 
of the chest. Some men can do more than these, 
others should attempt less. 

Diagnostic aids can be fallible but should 
nevertheless be familiar. For instance, office 
fluoroscopy should be an essential part of a com- 
plete physical examination. No percussion is as 
reliable as the outlines of a heart or diaphragm 
when seen on a fluorescent screen. This aid 
should not make a man feel independent of the 
experienced counsel of a radiologist, rather it 
should make the amateur conscious of the 
amount of help his patient can get from an 
expert. 

Inasmuch as he will probably be called to 
attend about fifty confinements each year he 
should be a patient, gentle and resourceful ob- 
stetrician. He should certainly be adept in fore- 
seeing the unusual in prenatal care. He must 
be able to deliver a breech, execute an internal 
version, rotate a persistent occipital presenta- 
tion, and know the indications and technique 
for applying forceps without injury to either 
infant or parent. In fact, this is one branch 
where he must feel competent to deal with al- 
most any emergency short of extensive surgery. 

The care and feeding of infants and young 
children are important. So too is the carrying 
out of their immunization procedures. Com- 
municable diseases, both in their relation to the 
family and the public, should be as familiar to 
the family doctor as the faces of his own chil- 
dren. Elderly patients also must be fathered 
through their degenerative illnesses and their 
dying made a not too harrowing experience for 
the troubled relatives. 

He must be a safe anesthetist, one who ean 
be relied upon to keep the patient at a level 
where the surgeon’s mind is not distracted from 
his operative preoccupation. 

Where do the patients come from? Nobody 
knows; but they gradually find out about you. 
A skilful, conscientious doctor, like a good wine, 
needs no bush. One restored patient is eloquent 
testimony to others. These tributes are the 
foundation of a practice. Any other form of 
trying to gain recognition will prove spurious 
in the long run. 


Much more could be written but we shall con- 
fine ourselves to the three ‘‘musts’’ upon which 
a family doctor should concentrate through all 
his years of practice. These are the conduct of 
his business affairs, the wit to find research prob- 
lems in his own medical practice and lastly, 
keeping himself and his family physically and 
mentally alive. 

Upon leaving the service, it would be a wise 
thing for those men who espouse general prac- 
tice, with little previous experience, to gain a 
further year’s service in a general hospital. 
Let it be said here that, in our opinion, not all 
the best opportunities are to be had in the teach- 
ing centres. These will be crowded and the 
more interesting work will naturally go to the 
senior residents. The teachers can only share 
their counsel; they cannot learn for us. 

The next year is an important one. If our 
advice were worth anything it would be to spend 
a year in a small clinic or with a wise, general 
physician who has kept abreast of the times and 
managed his business affairs with some degree 
of success. This apprentice-partnership should, 
however, not be entered upon in haste. Per- 
haps not more than one senior physician in ten 
knows how to serve as preceptor to a younger 
man. This fine old custom has practically dis- 
appeared with the advent of specialism. Inci- 
dentally, younger men too have much to learn 
about honouring contracts. There is a tendency 
to attempt a reorganization of the preceptor’s 
experience with the unbaked college theories of 
youth. This may weigh heavily upon both 
parties and lead to a mere paid-assistant re- 
lationship. When the friendship is mutual the 
finest teaching medium is established. As time 
goes on, the intricacies of handling the business 
side of the practice become revealed. Through 
one’s mentor the diplomacy involved in mingling 
with one’s senior confréres can be learned ac- 


-eording to the code of easy, good manners, some- 


what sheltered from the rebuffs so often handed 
out to beginners by older men. _. 

There are opportunities for research in gen- 
eral practice second to none in the more limited 
fields, Keep in touch with the medical libraries. 
It is a pity that general practitioners practi- 
eally never study the broad aspects of com- 
munity disease in their own locality. Familiarity 
breeds blindness. How rare it is to hear of a 
family doctor taking time out to prepare a paper 
on the incidence of goitre, neoplasms, blood 
dyscrasias, or the soil minerals of his surround- 
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ing community. Instead they go on treating 
people day after day without appreciation of 
the treasury of epidemiological fact which lies 
buried in their office records. They often quote 
impressions but few accurate records are pro- 
duced which can be subjected to scrutiny and 
analysis. How much they could learn from 
Galen, Aristotle and Osler in the art of sys- 
tematic observation. They become busy without 
being industrious. No general practitioner 
should allow himself to be eddied off from the 
main current of scientific progress into a stag- 
nant backwater. 

Finally, a word about taking time out to 
live. Most family doctors become sacrificed 
both in usefulness and health by the plague of 
the telephone and the necessity for bread. We 
must insist on some leisure. This is as necessary 
for men as for machines. Since we have to be 
gregarious we will have to adapt ourselves to 
our community and our colleagues without tak- 
ing either our own ideas or the criticisms of 
little people too seriously. A frequent break in 
routine to permit us the enjoyment of other 
folk’s healthy interests is most refreshing. Take 
time out to play often and regularly. Don’t 
give your vigour to your practice and your 
fatigues to your family. They deserve better 
than that. One’s family is often as interesting 
as one’s patients. 

Create an original piece of work in some field, 
something your very own. It may be a small 
piece of sculpture, or a creditable canvas in oils, 
or a hand-carved walnut coffee-table, or a read- 
able non-medical fiction story, or a poem, or a 
half-sketched musical score. It matters little 
what it is; it should be one’s own original, 
artistic expression. 

Let our reading be rationed, solid and con- 
structive. This does not imply that mental meat 
should be taken without spices, but so many 
professional men of today try to make a meal 
out of pepper and pastries. The naturalists, 
poets, historians, biographers, sociologists and 
thinkers have something to say to family doc- 
tors. Humanity and human environment in all 
its phases is within the province of our study. 
Our postgraduate study never ends and should 
never be allowed to jell. We will need all our 
humour and our health to keep from tiring and 
slipping off into a narrower field. Only the 
toughest bodies and minds can stay the course 
in this the greatest specialty of them all—the 
‘family doctor. 
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THE ABSORPTION OF SULFATHIAZOLE 
FROM WOUNDS 


By R. A. Waud, M.D., M.Sc., Ph.D. 


Department of Pharmacology, University of 
Western Ontario Medical School, 
London, Ont. 


HIS work was undertaken in order to deter- 

mine the rate and depth of diffusion of sulfa- 
thiazole into the underlying tissue when applied 
to wounds. The influence of various bases— 
water miscible and fatty—on diffusion into the 
tissues was also studied. 

The antiseptic dyes are credited with excep- 
tional powers of penetration, probably because 
they can be seen. Very little study, however, 
has been made of this important property of the 
other antiseptics. The method used in this work 
was developed because it shows the concentra- 
tion of the drug at each successive mm. level 
and at stated intervals, 

In addition to the earlier French work, the 
following papers have a direct bearing upon the 
problem. Hawking’ studied the diffusion of 
sulfanilamide into the tissues surrounding a 
transverse incision made into the muscle. At 
six hours, when the blood concentration was 1.3 
mgm. %, the concentration in muscle, 4 to 5 em. 
from the wound, was 3.6 mgm. %. This was 
no greater than that in muscle elsewhere; 
muscle 1 to 2 em. away from the wound ap- 
peared to have a higher concentration—9.4 mgm. 
%. At twenty-four hours when the blood showed 
no sulfanilamide, the concentration, 4 to 5 em. 
from the wound, was 0.29 mgm. % while muscle, 
1 to 2 em. away still contained 0.14 mgm. %. 

Reed and Orr? working with wounds in guinea 
pigs in which gas gangrene had been produced, 
found the necrotic tissue and exudate in the 
wound to contain 1,028 mgm. % of free sulfa- 
thiazole at the end of four hours, The re- 
mainder of the wounded leg contained 32 mgm. 
% and the ‘‘normal’’ leg, 1.8 mgm. %. These 
values resulted from the introduction of 150 
mgm. of sulfathiazole into the wound. 

Hawking? also studied the diffusion of sulfa- 
thiazole from an intraperitoneal swab through 
a sheet of abdominal wall 2 to 3 millimetres in 
thickness into another swab between the skin 
and the wall. He found that the latter con- 
tained no higher concentration of sulfathiazole 
than a similar swab placed in some remote posi- 
tion. He concluded that sulfathiazole did not 
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Fig. 1—A 1% suspension of sulfathiazole in polyvinyl alcohol applied to the wound. 


(Based on 


160 tissue assays.) Fig. 2—A 5% suspension of sul athiazole in polyvinyl alcohol applied to the wound. 


(Based on 510 tissue assays.) Fig. 3.—Crystals of sulfathiazole applied to the wound. 


(Based on 226 


tissue assays.) Fig. 4.—A 5% suspension of sulfathiazole in an oil-in-water emulsion applied to the wound. 


(Based on 200 tissue assays.) 


diffuse more than 2 or 3 millimetres into ‘the 
tissues before being swept away by the blood. 

Waud and Ramsay‘ have shown that the rate 
of diffusion of sulfathiazole out of various bases 
into agar is faster when the drug is contained 
in a water soluble base than when in a fatty 
or a paraffin base. 


METHODS 


Sulfathiazole was the only sulfonamide 
studied and rabbits were used in all of the 
experiments. Under general anesthesia, the 
hair over the muscular part of the thigh was 
clipped and a slit 6 em. in length was made 
through the skin. The skin and subcutaneous 
tissue was then separated from the muscle over 
an area of approximately 35 sq. em. After 
definite periods of time ranging from 14 to 24 
hours the surface of the wound was thoroughly 
washed with running water and a block of 
tissue one em. square was removed from the 


area, frozen with CO, and sectioned into one 
mm. levels. Each layer of tissue was then 
assayed for its sulfonamide content. After 
being weighed it was ground in sand and ex- 
tracted with 50% alcohol. Removal of protein 
and estimations of the sulfathiazole were then 
made by the method of Bratton and Marshall® 
using the Evelyn colorimeter for colorimetric 
determinations. A sample of blood removed at 
the same time as the tissue was also assayed 
for its sulfathiazole content. Over 1,600 ex- 
tractions and estimations of sulfathiazole were 
made. Eight different groups of experiments 
were carried out. In the first three groups 
sulfathiazole in polyvinyl aleohol (P.V.A.) in 
a concentration of 1, 5, and 100% respectively 
was allowed to remain on the wounds for 
periods ranging from 2 to 24 hours. In the 
fourth group 5% sulfathiazole in an oil-in- 
water emulsion was allowed to remain on tlie 
wound for 4, 16, and 24 hours. The technique 
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WAUD: 
in groups 5, 6, 7, and 8 was the same as that in 
group 4 except that the sulfathiazole was con- 
tained in 214% Methyl Cellulose (4,000 Centi- 
poises), Colebrook’s Cream (C.T.AB.), Hydrous 
Wool Fat and Paraffin Ointment B.P. respec- 
tively. 


RESULTS 


Fig. 1 is a graphic representation of the 
concentration of sulfathiazole obtained when 
1% sulfathiazole in 7% polyvinyl alcohol was 
allowed to remain on wounds for two, four and 
eight hours. The concentration of sulfathi- 
azole in the tissues (mgm. %) is shown on the 
side while the time in hours is shown along the 
base. The average blood levels (mgm. %) at 
the time of removal of the tissue are also 
shown. The concentration of the drug in the 
first or superficial layer of tissue is represented 
in figures while the deeper levels are repre- 
sented by the curves. The code to the depth 
represented by each line is shown below. It 
will be seen that although the first mm. below 
the surface—represented by the figures—shows 
a concentration of from 3.47 to 9.8 mgm. % the 
second mm. layer only approximates 1 mgm. % 
and the remaining levels are for the most part 
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below 0.5 mgm. %. It will also be seen that 
the blood level in this series was at no time 
above 0.4 mgm. %. Although the blood con- 
centration varied only slightly the highest 
level was reached in 4 hours. 

The results of the second group are shown 
in Fig. 2. This represents the penetration of 
5% sulfathiazole in P.V.A. into the tissues at 
the end of one-half, two, four, eight, twelve, 
sixteen and twenty-four hours. The superficial 
layer again shows a high percentage of sulfa- 
thiazole while the second mm. below the surface 
shows a concentration between 2 and 4 mgm. %. 
This is considerably more than that obtained 
with the 1% paste. Below this level there is 
a rapid falling off with the result that at a 
depth of 5 mm. below the surface the concen- 
tration for the most part is below 1 mgm. %. 

When 100% sulfathiazole was dusted on the 
wound—F ig. 3—the concentration in the tissues 
and in the blood reached a considerably higher 
level than even that obtained with the 5% 
paste and a concentration of approximately 
four times as great as that obtained with a 1% 
paste. It will also be seen that to a depth of 
6 mm. the concentration is above 1 mgm. % 
and the deepest layer was above 0.5 mgm. %. 
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Pig. 5—A 5% suspension of sulfathiazole in Colebrook’s cream applied to the wound. 


(Based 


on 180 tissue assays.) Fig. 6—A 5% suspension of sulfathiazole in a 2.5% solution of methyl cellulose 


applied to the wound. 
hydrous wool fat applied to the wound. 
_ thiazole in soft paraffin. 


(Based on 200 tissue assays.) 


Fig. 7.—A 5% suspension of sulfathiazole in 


(Based on 130 tissue assays.) Fig. 8—A 5% suspension of sulfa- 
(Based on 120 tissue assays.) 
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The blood level is slightly higher in this than 
in the previous series, but is below that of the 
tissue as far from the surface as 6 or 7 mm. 

The results obtained in the fourth group of 
experiments, that is, those in which 5% sulfa- 
thiazole was included in an oil-in-water emul- 
sion (cold cream base) are shown in Fig. 4. It 
will be seen that the superficial layer contains 
the high concentration obtained in all groups. 
The second layer falls from below 2 mgm. % at 
four hours to 0.56 mgm. % at the end of 24 
hours. The remaining deeper layers are mainly 
below 0.5 mgm. % throughout the whole period. 

The results obtained in Group V in which 5% 
sulfathiazole was suspended in Colebrook’s 
cream are shown in Fig. 5. Here the first and 
also the second mm. below the surface contains 
a relatively high concentration of sulfathiazole. 
The third layer lies between 1.5 and 1 mgm. % 
while the deeper layers are below 1 mgm. %. 

Fig. 6 shows the results obtained in Group VI 
in which 5% sulfathiazole was suspended in 
methyl cellulose. Here the superficial and 
second layers contain a fair concentration and 
the deeper layers approximately 1 mgm. % or 
less. 

In Fig. 7 is shown the results obtained in 
Group VII in which sulfathiazole was suspended 
in hydrous wool fat, B.P. It will be seen that 
the concentration in the 2nd to the 5th mm. 
layers and the blood is 0.5 mm. % or less and 
below this the concentration is too low to 
record—less than 0.1 mgm. %. 

Fig. 8 shows the concentration obtained 
when 5% sulfathiazole was suspended in paraf- 
fin ointment B.P. The results are essentially 
the same as those obtained with hydrous wool 
fat. There is little or no diffusion into the 
tissues. 

In a few animals, thin vertical sections of 
tissue were removed from wounds over which 
had been applied 5% sulfathiazole in P.V.A. 
paste. These were stained with Ehrlich’s solu- 
tion and examined under the microscope. A 
layer about 2 mm. in depth from the surface, 
took on a bright. yellow appearance, indicating 
a high coneentration of sulfathiazole to this 
depth. There was a sudden falling off of the 
concentration in the tissues immediately below 
this. 


DISCUSSION 
The results of the first three groups of ex- 


_periments would indicate that there is a 


definite relation between the percentage of 
sulfathiazole contained in the base applied to a 
wound and the concentration and depth of 
penetration obtained in the tissues below the 
surface of the wound. The concentration ob- 
tained in the tissues when 1% was added was 
definitely less than when 5% was applied, while 
the pure erystals of sulfonamide applied to the 
wound give a still greater concentration. 


Certain factors determine the concentration 
of a sulfonamide required in a _ particular 
wound. If it can be demonstrated that the 
wound is sterile and there is little possibility 
of it becoming contaminated isotonic saline or 
a low concentration of sulfonamide, possibly 
1%, would be all that would be required... Non- 
infected wounds will heal in the shortest time 
if no antiseptic is used. If on the other hand 
the wound is known to be infected then at least 
a 5% preparation of the drug would be indi- 
eated. Finally, if a severe infection is known 
to exist, a higher concentration or the crystals 
are indicated. The surgeon should take these 
factors into consideration when treating a 
wound. The granulation tissue and epithelial 
cells of a non-infected wound should not be 
subjected to strong antiseptics. On the other 
hand if healing is being retarded by infection 
strong measures should be taken to rid the 
tissues of the infection. Although wound heal- 
ing is delayed by certain concentrations of 


‘antisepties, the delay is much less than that 


which oceurs when infection is not controlled. 


It is generally accepted that the higher the 
concentration of the bacteriostatic or bacteri- 
cidal substance used in the wound the greater 
will be the inhibition of the growth of granula- 
tion tissue and epithelization. As the bacterio- 
static action of the sulfonamides is thought to 
be specifically on the respiratory cycle of the 
bacteria it is possible that keeping the concen- 
tration of the drug at the minimum required to 
rid the wound of the infection is not as impor- 
tant as in wounds where general protoplasmic 
poisons are used as antiseptics. 

From these experiments it is evident that the 
concentration obtained in the tissues beyond 
2 or 3 mm. below the surface of the wound is 
less than that reached by ordinary systemic ad- 
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The level to 


ministration of sulfonamides. 
which bacteria penetrate into the tissues is very 
variable and is dependent upon a number of 


factors. If they do not penetrate below the 
depth of the sulfonamides the local use of 
these drugs should take care of the infection. 
If, however, the bacteria penetrate beyond the 
effective concentration of the drug, it would 
then be necessary to resort to systemic ad- 
ministration. The question as to whether the 
local use of the sulfonamides should be re- 
placed by their systemic administration hinges 
upon this point. It must be remembered, how- 
ever, that it would be unwise to subject the 
patient to the added hazard of a high sulfona- 
mide blood level if the local use of the drug 
would accomplish the desired effect. The 
results of this work would indicate that the 
local application of the sulfonamides would be 
effective only in the wounds where the bacteria 
had not penetrated beyond 2 or 3 mm. below 
the surface of the wound. Also the higher the 
concentration of the sulfonamide used on the 
wound the greater will be the chances of clear- 
ing the wound of the infection. 


The relation of the sulfathiazole content of 
the blood to that of the tissues is brought out 
in this work. It will be seen that the blood 
level represents the concentration of the tissues 
situated at a level anywhere between 3 and 7 
mm. below the surface of the wound. The 
blood level resulting from the local application 
of the sulfonamides, therefore, is not an index 
of the concentration of the drug in the tissue 
at any particular level. It is influenced largely 
by the difference between the rates of absorp- 
tion and excretion. If the circulation in the 
wound has been little disturbed such as, for 
example, when an intramuscular injection is 
given, absorption will be rapid. If, however, 
the vaseular system has suffered considerable 
damage absorption into the blood stream will 
be slow. 


Another question of importance in the ap- 
plication of a sulfonamide to a wound is the 
nature of the base in which it is contained. In 
a previous report* it has been shown that 
sulfathiazole diffuses into gelatin much more 
rapidly out of water-soluble bases and oil-in- 
water emulsions than it does out of fatty or 
paraffin bases. The present work would indi- 
eate that this is also true when diffusion takes 
-place into living tissue. Figs. 1 to 6 represent 
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the diffusion of sulfathiazole out of an oil-in- 
water emulsion and water-soluble bases while 
Figs. 7 and 8 show the concentration obtained 
in the tissues when sulfathiazole is suspended 
in a fatty and in a paraffin base respectively. 
These latter bases do not wet the tissues and 
are not miscible with them nor do they become 
finely divided when placed in water. Sulfa- 
thiazole is soluble to some degree in water and 
ean, therefore, diffuse out from a water base or 
an oil-in-water emulsion into the tissue. In 
addition the aqueous secretions of the tissues 
can pass into the base and further increase the 
aqueous phase. In the ease of a fatty or 
paraffin base the drug is imprisoned and ean- 
not reach the tissues. At this point one must 
not confuse a fatty or paraffin ointment base 
in which the drug is permanently suspended, 
with a media such as liquid paraffin, glycerin 
or oil of sesame out of which the sulfonamide 
quickly falls and is deposited in the bottom 
layer of the oil in almost the pure state. In 
this type of media the drug will be deposited 
on the tissue in the case of wounds on the upper 
surface of the body, but in wounds on the 
under surface it will fall away from the tissue 
and be deposited on the dressing. 


SUMMARY 


Estimations’ of the concentration of sulfathi- 
azole at different levels below the floor of 
wounds have been made at stated periods fol- 
lowing the application of different concentra- 
tions of the drug and when incorporated in 
different bases. 

The higher the percentage of the drug in the 
base the greater was the concentration ob- 
tained in the tissues. 

The concentration obtained in the tissues be- 
yond 2 to 3 mm. below the surface of wound is 
much less than that ordinarily reached when 
sulfathiazole is given by mouth, This may not 
be sufficient to prevent the spread of infection 
and may justify the systemic administration of 
the drug. 

The level of sulfathiazole obtained in the 
blood when the drug is applied locally approxi- 
mates that of the tissues situated at a level any- 
where between 3 to 7 mm. below the surface of 
the wound. 

The delivery of sulfathiazole out of a water 
soluble base or an oil-in-water emulsion takes 
place quite readily. When incorporated in a 
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fatty or paraffin base and applied to an open 
wound very little of the drug reaches the tissues, 

When suspended in a liquid oil the sulfona- 
mide falls out and is deposited in almost the 
pure state on the surface of the wound or 
dressing. 


I wish to express my thanks to the National Research 
Council for its support in this work and to Douglas 
Crinklaw for his intelligent assistance. 
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SOME DISTINCTIONS BETWEEN HEALTH 
SERVICES AND CARE OF THE SICK* 


By Haven Emerson, M.D. 


Professor Emeritus, Public Health 
Administration, Columbia University, N.Y. 


ETWEEN the politicians and the journalists, 

distinctions that may be of much concern to 
the educator, the professional man or woman, 
to the administrator or scientist, are easily lost 
or distorted out of good sense. We live in an 
era of rapidly emerging specialties, not only 
in the fields of biological science, but in their 
practical application by the professions of medi- 
cine, nursing, dentistry and associated tech- 
nologies. The dictionaries and vocabularies of 
our people are expanding apace. 

At the moment a struggle is under way between 
some who expect much and ever more health 
service from government, and others who are 
inclined to rely on the concern of the individual 
and the family for self-preservation by fore- 
thought, thrift, self-restraint and self-denial, or 
self-discipline. The controversy of principles 
would, I think, largely disappear if there were 
an acceptance of definitions and distinctions be- 
fore undertaking argument, discussion, cam- 
paigns or legislative commitments. For surely 
our present and prospective lack of success in 
wringing out of the potencies of human biology 
all the blessings which we believe mankind is 
entitled to, offers infinite possibilities for both 


* The first Grant Fleming Memorial Lecture, Friday, 
March 10, 1944, McGill University. This Lecture was 
established by C.A.M.S.I. in memory of Dr. Grant 
Fleming, who was Chairman of the National Advisory 
Council of Canada. 


factions of society to contribute and acquire 
merit. Progress will result from the appropri- 
ate use of the respective capacities of representa- 
tive government responsive to a mature popular 
opinion and demand, and of the family or in- 
dividual whose conduct of life is of paramount 
importance in advance along any socially de- 
sirable front. 


When, a hundred years ago, an American 
essayist summed up his faith with the challenge: 
‘*Give me health and a day and I will make the 
pomp of Emperors ridiculous’’, he used the 
word, as it seems to me, in a now forgotten sense, 
Health is a wholeness, a wholesomeness, a qual- 
ity of persons, a condition of living in which the 
balance and proportion of growth, development 
and use of body and mind produces a whole 
human being, one capable of meeting with good 
strength the obligations, vicissitudes, and op- 
portunities of living at all the ages of our span 
of life. 


Health is something quite other than being up 
and about, or the mere absence of sickness of 
which the person is aware. Health may be 
likened to youth, which is said to be ‘‘a state 
of mind, a temper of the will, a quality of the 
imagination, a vigour of the emotions, a fresh- 
ness of the deep springs of life’’, We may 
consider that person to be healthy whose body 
and mind are in a sound state in which the 
parts perform freely their natural functions. 
Is it not obvious that health is not an insurable 
quality of life, while sickness is? By exercise 
of our own choice or whim or merely by declara- 
tion that we are sick, any beneficiary of an in- 
surance scheme that promises health may claim 
benefits at any time. The term ‘‘health insur- 
ance’’ should be discarded as dishonest and 
carrying connotations it cannot support in prac- 
tice. It is a matter of actuarial honesty versus 
political expediency. Insurance against the 
cost of the caleulable hazard of illness is an 
honest proposition. Health insurance is a term 
dear to the politician and the social evangelist, 
which may easily betray the gullible and unwary 
public. 

Sickness is perhaps best defined as absence 
of a state of health. Are services for health and 
for sickness alike to be public or private or 
both? Until relatively recent times the over- 
whelming preoccupation of medicine, using that 
word in its most comprehensive sense, was the 
diagnosis and treatment of sickness. By inten- 
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sive application to understand the causes, to 
observe the course, to test the effect of treat- 
ment, empirical or logical, and to correct our 
errors in the living by study of the body after 
death, we have travelled a fair distance, re- 
vealed in various ways. We can detect some 
disease processes and states when the patient is 
still quite unaware of any threat to his well- 
being. For a considerable category of diseases 
we have what are substantially specific curative 
resources. For many diseases which we cannot 
heal or bring to an end we can make life toler- 
able and so adjust the person’s ways to environ- 
ment and to the limitations imposed by the 
disability that the duration of life is but little 
affected, and the quality is made compatible 
with both usefulness and enjoyment of years. 
This record of achievement must be credited to 
the study and care of the sick by physicians and 
their associates in the sciences and professions 
devoted to the individual patient, using each 
special appropriate technique to restore body 
and mind to such state of functioning as rever- 
sible pathological conditions permit. 

As mastery over the more urgent, more pain- 
ful, more distressing and fatal sickness and 
accidents to life tempted the devotees of medi- 
eine to further enquiry, there arose a concern 
with prevention as well as for diagnosis and 
treatment of disease. At once it appeared that 
some measures of control and prevention could 
be undertaken only by government and for the 
mass, the demos, the crowd, the community as 
a whole, rather than by any means practically 
available to the individual, whether patient or 
physician. 

At that moment in the social history of the 
occidental nations a new specialty evolved 
among the professions, and, as a new funetion, 
entered the household of civil government. 
When the effective means of preventing some 
diseases involved engineering undertakings of 
large scale affecting countrysides and valleys, 
watersheds, private and public property and 
investment of public funds, authority and re- 
sponsibility passed out of the hands of the 
physician to the sick and into those of admin- 
istrative medical officers serving the public and 
the law. 

When temporary restriction of the liberty of 
the individual was indispensable to break the 
chain of infection from sick to well, the self- 
interest of patient and physician had to give 
way for the sake of the larger concern of the 
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community of well persons, or of the movement 
of commerce or travel or of national safety. 
Intrusion upon personal privacy, interference 
with production and sale of foods, official inter- 
vention in the mating of men and women and 
in the conduct of child-bearing and child-caring 
called for types of services, methods, personnel, 
and authority not commonly familiar among 
those who treat the sick. 

Preventive medicine, so far as it can be pro- 
vided by the private practitioner for the person 
and family selecting him is no more than the 
natural extension of use of the basic and clinical 
sciences included in our standard medical 
eurricula. 

The pediatrician of today represents perhaps 
the best type of clinical personal practitioner 
of preventive medicine. He is the medical spe- 
cialist who comes nearest to being the ideal 
human biologist devoted to the rearing of 
healthy children in his réle of doctor, teacher 
of mothers. The obstetrician as eugenist, stu- 
dent of genetics, guardian of the way of life 
to the expectant mother, is but another clinical 
practitioner of preventive medicine. In fact, 
there is hardly a specialty of clinical medicine 
which has not an actual or potential share in the 
active practice of preventive medicine. In this 
field there is no compulsion, but only the per- 
suasive force of the facts. of physiology which 
the physician interprets to the patient for and 
at the patient’s request. This is health educa- 
tion at its best. Within this term, the private 
practice of preventive medicine, we properly 
include the constructive positive force of promo- 
tion and development of habits of healthy living 
and of specific immunizations. The mere pre- 
vention of particular diseases through public 
agencies is a goal that falls far short of the 
meaning of preventive medicine for the indi- 
vidual. What is done by the patient as advised 
by his physician is the measure of success of 
this field of medicine. 

Care of the sick and preventive medicine in 
the home for the individual and family are best 
done by the same person, the physician and his 
assistant, the nurse, by the dentist and the dental 
hygienist in his office, as part of individual pro- 
fessional service. Out of this comes personal 
or private health, limited only by the imagina- 
tion and ambition of the individual to seek, his 
determination and humility to apply what his 
medical adviser offers him of information ap- 
propriate to his particular mental and social 
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and economic condition, and suitable to age, sex 
and inheritance. This will probably always be 
at its optimum when voluntary and obtained 
in large measure, if not wholly, by some sacrifice 
or payment by the patient direct to the physician 
of his choice. 

Such personal medical care will need to be 
supplemented by those resources properly de- 
scribed as public health services, which comprise 
the application of the sciences of preventive 
medicine through government for social ends 
by public servants supported by tax moneys or 
by voluntary contributions. Only where the 
self-interest of the individual stops and a 
broader concern of the community begins, or 
where the resources, privileges and social rela- 
tions of the individual are limited by proper 
consideration of the rights of others, or where 
the costs of the service to the individual are out 
of proportion, high as compared with a service 
for the same purpose provided by government; 
only under these conditions should we pass from 
measures of personal to those of public service. 

According to general experience in my home 
states and nation, it is to be observed commonly 
as a trait of human nature that what goods or 
services or advice one seeks and purchases for 
oneself are more seriously used and applied 
more thriftily than is the case with what is 
offered to us, or urged upon us, as a free benefit 
or advantage coming from our civil government, 
and supplied out of tax monies. 

As individuals, we are principally if not 
wholly concerned with our own survival and 
self-protection. Only under the compulsion of 
war do we see the average man and woman mak- 
ing sacrifices with an altruistic purpose, to make 
safe the lives of others or the survival of the 
state. 

The public health function of government was 
made necessary by the evidence of science and 
the existence of general property and personal 
rights under the common law, which called for 
action which no individual could be allowed to 
take or would be qualified to offer for his own 
and his neighbours’ protection. 

It will, as I read the lessons of the past half- 
century here and abroad, be well for us to hold 
for the sphere of personal health all those acts, 
expenditures and responsibilities which can be 
best accomplished by the direct relationship be- 
tween each of us and our physician, and assign 
to government only those duties, and all of 
them, which either cannot practically or legally 


be performed by the individual or which in the 
interest of economy and efficiency can best be 
done as a communal undertaking. To be specific, 
all medical examinations for care of the sick 
and for health protection at whatever age should 
be through the channels of private relationship 
and under no compulsion, and should be at per- 
sonal expense except for those properly con- 
sidered public charges. All should have access 
to such individual medical services for sickness 
and health with the strong probability that the 
self-supporting who seek their own physician 
and pay him will benefit more than will the 
public charge who receives what is needed but 
of necessity rather than from choice or under- 
standing. 

Only government can make effective the 
pasteurization of the publice’s milk supply, or 
enforce the isolation of the sick in a communi- 
cable stage of disease, or make those searches of 
environment or persons necessary to trace and 
block the chain of transmission of disease from 
the sick to the susceptible. If the City of New 
York can make a million serological tests for 
syphilis at about 15 cents apiece, we can properly 
require government to give this service to spare 
the man in the street a charge of $5.00 which a 
test would cost him through a private physician. 

Society, through its elected legislators and ex- 
ecutives of government, has called for services 
for care of the sick and for health protection 
so that all may receive the benefits of each ad- 
vance in the knowledges of diagnosis, treatment 
and prevention of disease. The result has been 
specialization within government paralleling 
that in education for medicine. 

Every graduate in medicine must know how 
his science can serve the individual through his 
personal ministrations in hospital, office and 
home, and what other facilities may be called up- 
on through government to add to or strengthen 
his contribution for the patient or family. This 
all for the personal benefit of his clients, whether 
in health or sickness. Some graduates in medi- 
cine will have to be trained to serve their com- 
munities as officers of government to see that 
the people have what their personal physician 
cannot offer them. Also, there must be trained 
persons to administer hospitals and other 
agencies for the care of the sick. 

The two careers of clinician and officer of 
health, though supplementary, must not be con- 
fused or indiscriminately considered as inter- 
changeable. One does not seek the health officer 
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of the city to obtain consultant medical or surgi- 
cal advice. The practitioner of medicine among 
the people cannot be expected to know the trend 
of disease prevalence or express precise opinions 
as to the relative values of alternative ways of 
immunizing against infection. 

The technical complexities, the intricate inter- 
relations among the subspecialties of medicine 
and public health are so constantly increasing 
that it appears to me to be desirable to accent 
the differences rather than to fuse the functions 
of clinician and administrator. Personal medi- 
cine is a service for which neither civil govern- 
ment nor commercial corporations are fitted. 
It is but recently that the medical scientist has 
had a place, and that a modest one, in the frame- 
work of civil government. He will, I fear, lose 
even his present rather uncertain distinction if 
he is persuaded to be a medical jack-of-all- 
trades. Society to an increasing degree is de- 
termined that none of the more expensive and 
elaborate facilities for diagnosis and therapy 
shall be lost to even the least well provided 
member of the community for lack of the medi- 
eal workshop we eall a hospital and related in- 
stitutions and agencies. We have beds for the 
horizontal sick, out-patient services for those 
still on their feet, ambulance systems to wheel 
them to and from home or street or factory and 
hospital, visiting nurses to carry the skill and 
deftness of ward and operating room to the 
bedside of the home, medical social service to 
manage and correct the socio-economic hin- 
drances to the medical plan for the patient, con- 
valescent homes, and hospitals for the chronic 
sick, and here and there medical services for the 
indigent in their homes as an externe activity 
out of the hospital organization. All this is 
but the application of organization through 
agencies and institutions to the growing possi- 
bilities of medical care for the individual sick. 
The ultimate responsibility for each patient’s 
life rests with the physician in charge of his 
case, 

These are not health services, nor are they 
properly functions of a public health depart- 
ment. They are best directed by those who are 
expert in diagnosis and treatment of sickness. 
Their standards and methods of performance 
should be determined by the organized medical 
board of the respective institutions, which stands 
before the public as the practitioner does to his 
family of patients as the embodiment of medical 
conscience, the actual expression of that licen- 


sure to deal with life and death which our form 
of representative government grants to no per- 
son unless qualified by specified educational 
disciplines. Similarly, government has author- 
ized functions of its health services which have 
been found indispensable and sufficient in all 
essentials for the application of the sciences of 
preventive medicine for social ends under its 
executive authority. 

Wherever, in our world, a sincere and com- 
petent effort has been made to provide public 
health protection of the people in addition to 
such humane care of the sick as has seemed 
necessary, you will find that the health services 
include the six standard functions so well known 
as hardly to justify their listing before such an 
audience: Registration, analysis, interpretation 
and publication of the facts of births, deaths 
and sickness; the control and prevention of 
communicable diseases; the management of 
man’s physical environment so that he may not 
suffer preventable disease at home or in the 
shop, in the highway, forest, or field; the 
provision of a public health laboratory to 
serve all the needs of the other bureaux of the 
health department; the protection of maternity, 
infancy and the child, essentially, the guardian- 
ship of human reproduction and replacement; 
and lastly, health information so far as this can 
supplement the proper functions of constituted 
educational institutions or systems. With these 
six services we can carry on to the end of time; 
without any one of them we can offer but a 
partial service to the public. 

This organization for health must be directed 
and developed by persons trained to be as expert 
and responsible as we expect our surgeons and 
internists to be in hospitals. These are services 
so different from care of the sick and require 
such specialized training and experience that I 
do not see the likelihood of their being well 
directed by persons who are at the same time 
held responsible for management or direction 
of institutions and agencies for the sick. 


I would ask you to be critical of schemes and 
proposals of legislatures or promoters of medi- 
cal utopias who offer you a comprehensive ad- 
ministration of the medical arts and sciences 
intended to cover all the individual and personal 
needs of the sick through their physician and 
the functions which only government can serve, 
and these latter more for the purpose of pro- 
tecting the community than for giving a direct 
service to the individual. 
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I suspect that each generation or cycle of 
society must learn largely by trial and error 
that the long hilly road of education and per- 
sonal endeavour and responsibility is safer and 
probably a swifter path of travel than is that 
of legislation and the easy shift of the burden 
upon government. In war decision must be in- 
stant, authority unquestioned, the individual 
and his preferences or capacities largely ignored 
to meet the urgencies of mass production and 
military training. To carry such experience 
and philosophy over into the ways of peace 
would put a blight upon the succeeding gen- 
erations. In matters of medical practice, variety 
of experience is infinite, the qualities of personal 
confidence and voluntary choice are essential to 
good diagnosis and treatment, and these do not 
flourish where compulsion, whether legal or 
financial, bears upon patient or physician or 
both. 

In planning for our post-war pattern of social 
advance, let us hold to experience of enduring 
worth, avoid confusing novelty with improve- 
ment, and recognize that what is best for the 
individual patient to whom the good physician 
is the priest of the science of human life, is good 
for the public, for the community and for 
medicine. 

Those applications of the science of preventive 
medicine and of the common law which can be 
made effective only through the medical officer 
of health must be required of government. The 
rest of medicine should not be subjected to the 
hazard of formality, of uniformity, of non- 
medical direction which would be its certain fate 
if the sick were to be served only by officers of 
the state. 

May I close by quoting the substance of a 
famous, though unpublished, address of the late 
Rudyard Kipling at a graduation ceremony 
for the students at the Middlesex Hospital in 
London, in October, 1922. 


‘*Tt may not have escaped your professional ob- 
servation’’, he said, ‘‘that there are only two classes 
of mankind in the world—doctors and patients. I have 
had a delicacy in confessing to the patient class ever 
since a doctor told me that all patients were phenomenal 
liars where their symptoms are concerned. But, speak- 
ing as a patient, I should say that the average patient 
looks upon the average doctor very much as a non- 
combatant looks on the troops fighting on his behalf, 
and thinks that the more trained men that are between 
him and the enemy the better. 


**T have had the pleasure of meeting a number of 
trained men who, in due time, will be drafted into 
that permanent army which is always in action, al- 
ways under fire, fighting against Death. It is un- 
fortunate for the doctor that Death—the senior prac- 


titioner—is bound to win im the long run. We patients 
must console ourselves with the idea that your busi- 
ness is to make the best terms you can with Death 
on our behalf, to see that his attacks are delayed as 
long as may be, or diverted, and to see that, when 
he insists upon driving the attack home, he does 
so according to the rules of civilized warfare. 

‘*Every sane human being agrees that this long- 
drawn fight for time that we call life is one of the 
most important things in the world. It follows, there- 
fore, that you, who control and oversee this fighting, 
must be among the most important people. 

‘*The world decided long ago that doctors have no 
working hours that anybody is bound to respect. 
Nothing except your extreme bodily illness will ex- 
cuse you, in the world’s eyes, for refusing to help 
mankind at any hour of the day or night. In your 
bed, bath, or on your holiday—if any of the children 
of men have pain or hurt—you will be summoned; 
and what little vitality you have accumulated in 
leisure hours will be dragged out of you again. At 
all times—in flood, fire, famine, plague, battle, murder, 
and sudden death—it will be required of you that 
you should report for duty at once, to go out on duty 
at once, and to stay on duty till your strength fails 
you or your conscience releases you—whichever may 
be the longest period. 

‘*And I do not think your obligations will grow 
less. Nobody has heard of a bill to promote an 
eight-hour day for doctors. No change in public 
opinion will allow you not to attend a patient when 
you know the man never means to pay you, or protect 
you from the people who, although perfectly well 
able to pay, prefer to cadge round a free hospital for 
their glass eyes or cork legs. It seems to be required 
of you that you must save others; no one has laid 
down that you need to save yourselves. 

‘*You belong to a privileged class, and some of 
your privileges are these: 

‘*You and kings are about the only people whose 
explanation a policeman will accept if you exceed 
the legal limit in a motor ear. 

‘*On presentation, your visiting card will pass you 
through turbulent and riotous crowds unmolested. 

‘*Tf you fly a yellow flag over a dense centre of 
population it will turn it into a desert. 

‘*If you fly a Red Cross flag over a desert it will 
turn it into a centre of population. Men will crawl 
to it on their hands and knees, as I know. 

‘*You may forbid a ship to enter a port, and if 
you think the exigencies of an operation demand it 
you can stop a 20,000 ton liner, with her mails, in 
mid-ocean. 

‘*At your orders houses, streets, whole quarters of 
a city, will be pulled down and burned. 

‘*And you can call upon the armed co-operation of 
the nearest troops to see that your prescriptions are 
efficiently carried out. 

‘*To do patients justice, they do not often dispute 
their doctor’s orders. You have been exposed, and 
you always will be, to the contempt of the gifted 
amateur— the gentleman who knows by intuition 
everything you have learned through long years of 
study. You have been exposed to the attacks of those 
persons who consider their own emotions more im- 
portant than the world’s most bitter agonies, and who 
would hamper and cripple research because they fear 
it may be accompanied by a little pain and suffering. 

‘*Such people have. been against you from the be- 
ginning—ever since the earliest Egyptians erected 
images of cats and oxen upon the banks of the Nile. 
But your work goes on, and will go on. You remain 
the only class that dares tell the world that we can 
get no more out of a machine than is put into it, and 
that, if fathers have eaten forbidden fruit, the chil- 
dren’s teeth are very likely to be affected. 

‘*At a time when few things are called by their 
right names, when it is against the spirit of the time 
to hint that an act may entail consequences, you are 
going to join a profession in which you will be paid 
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to tell the truth, a profession which exacts from its 
followers the largest responsibility and the highest 
death-rate—for its practitioners—of any profession in 
the world.’’ 


600 West 168th St. 


Résumé 


L’assurance-santé est un vocable faux qu’il faut 
remplacer par celui d’assurance-maladie qui est beaucoup 
plus honnéte et plus vrai. On tend de plus en plus 
aujourd hui & empécher l’apparition de la maladie; on 
assure ainsi contre les maux évitables de 1]’humanité. 
Le pédiatre est peut-étre le meilleur agent de cette pré- 
vention car il atteint la mére et la famille. Il en est 
de méme pour 1’accoucheur, et par extension pour le 
praticien général. Les services médicaux publics sup- 
plémenteront les avis du médecin privé. Il faut noter 
cependant que le malade observe mieux les avis pour 
lesquels il paie que ceux qui lui sont donnés gratuite- 
ment par 1’état. Il faut, par ailleurs, qu’il y ait 
étroite collaboration entre le médécin privé, son malade 
et les services médicaux municipaux ou nationaux; les 
uns doivent aider les autres. Avec les six services 
publics fondamentaux et indispensables, le médecin et 
son malade regoivent toute 1’aide réciproque nécessaire. 
Il n’en faut pas davantage. L’organisation de la santé 
doit s’améliorer et par conséquent changer de temps a 
autre. Il faut observer les résultats obtenus et sug- 
gérer aux gouvernements les nouveaux besoins & mesure 
qu’ils se présentent. JEAN SAUCIER 


COLD AGGLUTININS AND THE 
PNEUMONIAS 


By Major C. B. Rich, Captain M. V. Rae and 
Captain C. J. McGoey, R.C.A.M.C. 


Petawawa Military Hospital 


N dealing with pneumonia one is faced at the 

outset with two major difficulties. These are, 
the classification, and the distinction between 
the bacterial and the virus type. It was origi- 
nally suggested that the cold agglutinins might 
solve the latter question. It was claimed that 
in the presence of virus infections as opposed 
to bacterial, a substance which produces ag- 
glutination of red cells at low temperatures, is 
present. Some observers have confirmed this 
and others have found the test of no value. 
This survey was therefore undertaken with the 
object of settling this matter to our own satis- 
faction. It includes 122 cases which were all 
analyzed rather carefully. 

The classification followed is the one sug- 
gested by our chief consultant, Colonel Warner. 
For the purpose of this test the main emphasis 
was laid on the question as to whether the case 
was of bacterial or virus type. It is hoped to 


present in a later paper a fuller review of the 
classification and the diagnostic features. 
- The classification is as follows: 
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1. Lobar pneumonia. 
2. Broncho-pneumonia. 
3. Virus pneumonia. 


It has become increasingly evident that we 
have all been falling into the error of calling 
any pneumonia which is not lobar, ‘‘atypical’’, 
and assuming in a vague kind of way that these 
atypical pneumonias were a new entity, and 
probably of virus origin. This is a grave 
mistake. 

A very large proportion of these cases of so- 
called atypical pneumonia are men who have 
chronic upper respiratory foci, lung damage, 
post-pneumonie residues or allergy. These cases 
fall into the broncho-pneumonia group. They 
are an extremely important group, since failure 
to recognize them will result in further dam- 
age for the men, inefficiency in the army and 
inereased pensions, later. Another important 
result of our failure to recognize this broncho- 
pneumonia group has been to cloud and confuse 
many important research projects. 

There are many cases of lobar pneumonia 
and many of the virus type in which the diag- 
nosis is definite. It was only these definite types 
which were included under their respective 
headings. The second group will therefore in- 
clude not only cases of broncho-pneumonia 
where the primary factor is evident but other 
pneumonias which do not fit groups 1 and 2 
with any certainty. In most of them the main 
etiological factor will be bacterial. However, it 
is quite evident that if the test is to be of any 
value it should be positive in all cases of group 
3, negative in all group 1, and negative in most 
eases of group 2. 

This survey has shown, apart from the ag- 
glutination results, that the more careful and 
detailed one is in examining, the greater will 
be the number in the broncho-pneumonia group, 
and the fewer in the virus. 

Capt. V. Rae, who has been in charge of all 
the laboratory work, has made the following 
remarks. 

The technique of the test is simple, but in 
reading it the end-point is not clear and definite. 
The test consists in making serial dilutions of 
the patient’s serum with normal saline and 
adding a suspension of red cells of group O 
type. Group O cells are necessary to avoid iso- 
agglutination. 

The mixture of red cells and diluted serum is 
shaken and placed in the refrigerator overnight. 
Readings are taken immediately on removal 
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from the refrigerator as the agglutination dis- 
appears at room or incubator temperature. 

Agglutinated cells are observed by flicking 
the tube but the end-point of highest dilution 
is defined with the aid of a hand lens. The diffi- 
culty in reading in high dilutions is due to the 
soft, friable character of the clumps of red cells, 
which are easily broken down. 

In Turner’s? series on normal serum, agglutin- 
ation was rarely found in dilutions exceeding 
1:16. In our series we have taken 1:32 as 
borderline and above that as definite agglutina- 
tion. That is, agglutination in dilutions over 
1:32 were interpreted as a positive result, and 
below that as negative. 

Early in the series it was found that one test 
was insufficient. Some cases were positive early 
and negative later. These first series of cases 
were therefore discarded. Three tests, one week 
apart were taken routinely, starting from the 
date of diagnosis. If only one test was positive, 
the result was read as positive. The cases of ’flu 
(fever without localizing signs) and bronchitis 
were included as controls. 

Our results were as follows: 


Positive Negative 
8 9 


Lobar pneumonia ....... 20 2 
Broncho-pneumonia ..... 21 12 9 
Virus pneumonia ....... 37 17 20 
Ds sicwindeeadus 28 11 17 
PO sevkmeeatnnsceeee a 19 8 11 


It must be admitted that there are big gaps 
in our knowledge. There is no proof that a lobar 
pneumonia, for example, might not be preceded 
by a virus invasion, or that many of the virus 
pheumonias may not be caused by bacteria which 
were not detected. There were, however, two 
cases that seem to disprove the value of the test 
conclusively. They were cases of lobar pneu- 
monia. One showed a positive blood culture, 
and the other was a typical pneumococcal pneu- 
monia. Both of these had a high titre of cold 
agglutinins, and neither had any premonitory 
symptoms which would suggest a virus invasion. 

It will be seen also that results were quite 
erratic in the control group of flu and bron- 
chitis. . It is evident therefore that even the 
presence of pneumonia is not necessary for a 
positive result. 

It must be admitted that the results of our 
survey therefore, show that the test, at present, 
has no value. 
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SUDDEN DEAFNESS 


By A. L. Yates, M.D. 
Calgary 


HERE is remarkably little literature on this 

subject and the reason is not far to seek, for 
sudden deafness is rarely caused by conditions 
which imperil life. There is therefore no op- 
portunity to examine microscope sections of the 
affected ears. 

Sudden deafness may be defined as a condi- 
tion in which a person, having normal hearing, 
is within the space of a few hours or less, un- 
able to carry out his ordinary life by reason of 
a state of deafness. 


INTRACRANIAL CONDITIONS WHICH May CAUSE 
SUDDEN DEAFNESS 

Two cortical hearing centres are described. 
The one, which lies in the anterior third of the 
first temporal convolution on its outer surface, 
is supposed to deal mainly with the appreciation 
of low tones; the other which lies on the upper 
surface of the temporal lobe beneath the insula 
is known as Flechsig’s auditory nucleus, and 
deals with high tones. 

There are a few cases on record in the text- 
books in which the patient suffered from epi- 
lepsy which began with a prodromal aura of a 
sound. The fit followed and in the post-epileptic 
state there was a temporary total deafness, 

Superficial lesions which affect these centres 
apparently produce a state in which the patient 
cannot understand the words addressed to him, 
but speaks normally. Deep or sub-cortical 
lesions produce a state in which the patient can 
neither understand speech nor can remember 
words, and accordingly speaks gibberish. 

I have seen both types of auditory aphasia 
in patients suffering from ruptured internal 
meningeal artery while they were being pre- 
pared for operation,. I have also seen one other 
ease in which these symptoms were of sudden 
onset and in which the complete recovery of 
the patient suggested a diagnosis of thrombosis 
of the Sylvian artery. ; 

The auditory radiations leading from the 
auditory nuclei to these centres are affected in 
every case of hemorrhage into the internal 
capsule, but all signs are masked by the gravity 
of the condition. 

Pontine lesions do not as a rule affect the 
hearing, as they generally occur in the tegmen- 
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tum and thus miss the strie acustice and corpus 
trapezoides, in which nine-tenths of the audi- 
tory neurons decussate, the remaining tenth 
representing uncrossed fibres. 

The commonest pontine lesion to affect the 
hearing is a thrombosis of the posterior inferior 
cerebellar artery. I have nominally seen three 
eases, but in two the signs had largely disap- 
peared, which they generally do with great 
rapidity. The signs are: dilatation of the pupil, 
paralysis of the vocal cord, anesthesia of the 
face to heat and touch, total nerve deafness, 
and marked vertigo. These are all on the same 
side as the lesion. 

Sudden deafness used to be common in tabes 
dorsalis, but is rare today. 

Page Nortrington’? reported his findings in 
the hearing of 52 selected cases of patients with 
proved intracranial tumours. They were selected 
because he excluded all cases which had any 
evidence of middle ear disease. He found that 
any considerable impairment of the auditory 
function was not usual in any group of intra- 
cranial tumours, excepting in those of the cere- 
bello-pontine angle. His paper includes records 
of 14 cases of subtentorial tumour, 20 cases of 
supra-tentorial tumour, and 18 eases of accoustic 
neuroma. Audiograms of all are given. Fischer? 
reported on changes in the internal ear due to 
increased intracranial pressure. Drury’ re- 
ported the audiometric findings in 291 cases of 
brain lesions, and stated that ‘‘the most strik- 
ing single feature is the lack of report of deaf- 
ness in the history and the demonstration by 
objective means of its presence. The allocation 
of the failure to upper tones superior to the 
speech area is the patent explanation of this 
seeming contradiction’’. 

Dr. Stacy R. Guild,* of the Johns Hopkins 
Hospital, has very kindly given me permission 
to include a case which has not yet been pub- 
lished. 

The patient was a young woman who, in the course 
of a few hours, became totally deaf bilaterally, about 
two months before her death, from Schilder’s disease 
(encephalitis periaxialis) which had been correctly 


diagnosed from other symptoms. Even two months 
later the temporal bones were quite normal in all 


parts, and the cause of the deafness was obvious in . 


the huge bilaterally symmetrical areas of demyelini- 
zation and gliosis in the central nervous system. The 
areas were so extensive by then though, that one 
could determine which parts of the auditory tracts 
were first involved. 


The collection of sectioned temporal bones at 
the Otological Research Laboratory of Johns 
Hopkins Medical School is very large. One 
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realizes how rare are the opportunities of com- 
pleting cases of sudden deafness, when in a 
letter Dr. Guild tells me that this collection is 
singularly lacking in cases with a clear-cut his- 
tory of a sudden onset of deafness, except for 
some who had labyrinthitis as a complication of 
meningitis or otitis media, and that he has ‘‘no 
sections from any case with a clear-cut history 
of mumps’’ and that he has no sections ‘‘of the 
type of sudden deafness that, when examined 
clinically, one usually has to ascribe to toxic 
neuritis’’. 

The auditory nerve.—The nerve may be 
divided in fracture of the skull producing total 
irremediable deafness. This condition has, how- 
ever, to be diagnosed from noise deafness and 
from auditory shock in which there is a similar 
total deafness which however in some degree 
recovers. In division of the nerve the electrical 
test is generally negative while in auditory shock 
it may be positive. The work of Dandy® proves 
that if the anterior three-quarters of the nerve 
are severed, hearing can still continue at a nor- 
mal level with the remaining quarter of the 
nerve alone. 

The deafness which arises from involvement 
of the auditory nerve in cases of meningitis or 
of basal hemorrhage is insidious in onset. Very 
different are the effects of meningitis and of 
basal hemorrhage when the meningitic fluid or 
the blood leaks into the perilymph, for deaf- 
ness may be sudden in these cases. They are 
met with in septic meningitis, in cerebrospinal 
meningitis, in the fourth week of the disease, 
and in the relatively symptomless meningitis 
which may occur in mumps. 

The leakage of septic material from the middle 
ear into the perilymph is the initial cause of 
labyrinthitis and produces sudden deafness. 

The cochlea.— Sudden deafness may occur 
from hemorrhage into the cochlea. This has 
occurred in lymphatic leukemia and, possibly, 
in other states. Thrombosis of the cochleal 
vessels has been postulated but never proved. 

The spiral ganglion.—This is supposed to be 
affected in’ the condition known as the Von 
Frankl-Hochwart syndrome in which there is 
intense aural pain, followed by total deafness, 
facial palsy and the rash of herpes oticus. It 
is not uncommon, I have seen two cases. There 
is a state of angioneurosis which is described 
by Politzer in which one-half of the face, in- 
cluding the ear, goes pale and with this there is 
total deafness. The condition is transitory and 
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recurrent. It is probably allergic and akin to 
certain cases of Méniére’s diseases in which the 
allergic origin appears to be proved, These 
differ from certain other forms of Méniére’s dis- 
ease, of which the cause is totally unknown. 

There are a variety of forms of so-called toxic 
deafness and these may be caused by excessive 
use of tobacco and aleohol, particularly in com- 
bination, by quinine or by circulating toxins. 
We all of us see cases and they generally re- 
cover and no one knows exactly the pathologi- 
eal changes which underly them. They are 
among the common causes of sudden deafness. 

The Eustachian tube.-—The most important 
cause of sudden deafness which is due to de- 
rangement of the function of the Eustachian 
tube is carcinoma or sarcoma of the naso- 
pharynx. This is devoid of auditory symptoms 
until it encroaches on the orifice of the tube, 
then deafness may be of sudden onset. 

Deafness of sudden origin may occur in cer- 
tain cases in which the pharyngeal orifice of the 
tube is held open by sear tissue which has 
followed disease and operation on the naso- 
pharynx. Thus, this condition may result from 
fibrosis following suppurating adenoids or from 
sears following the removal of adenoids. Under 
these circumstances the valve-like action of the 
pharyngeal opening of the tube may cease to 
be effective. The patient thus affected will, on 
each occasion when he blows his nose, forcibly 
inflate his middle ear. After a period of months 
or years, the drum head thus repeatedly inflated 
will become ballooned. The hearing in some 
eases is very little affected by this abnormality 
but some patients suffer from various degrees of 
sudden deafness on each oceasion when the drum 
head is thus forcibly ballooned out. They readily 
learn to suck the membrane in and thus restore 
the hearing. All the cases of this nature that 
I have seen went on to chronic irremediable 
deafness. 

Sudden deafness may result from blocking of 
the Eustachian tube by hemorrhage originating 
in the middle ear. The blood can be seen 
escaping from the pharyngeal orifice of the tube. 
Such a condition occurs in vicarious menstrua- 
tion or may be spontaneous or the result of 
trauma. The membrane may be slate-coloured 
or in certain cases normal in appearance. 

The middle-ear.— The fluttering deafness 
due to clonic contraction of the tensor tympani 
begins and ceases suddenly. I saw a ease in 
which it had been present with short periods of 
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intermission for four days and had driven the 
patient nearly crazy. As usual, the condition 
yielded rapidly to calcium administered by the 
mouth. 

Only in rapid ascent or descent of mountains 
and in aviation, is blockage of the Eustachian 
tubes a cause of sudden deafness. The matter 
is discussed under the heading of aviation deaf- 
ness. 

In acute otitis media the hearing loss is at 
first for the lower tones and the patient can 
hear conversation well. As the disease pro- 
gresses this slight deafness to conversation may 
be suddenly replaced by deafness in which the 
patient cannot understand the words addressed 
to him in a loud voice and, on test, it is found 
that the change has come about because the 
hearing of the upper tones has become dimin- 
ished. This drop in power to hear the upper 
tones is a danger sign, for experience shows 
that, if a myringotomy is not done, the hearing 
for the upper tones may not recover. The up- 
per tones carry 90% of the intelligibility of 
speech, the lower only 10%. 

In the atrophic conditions of the middle ear 
the ciliated epithelium of the Eustachian tube 
is inactive or destroyed. The drum head is 
transparent, and through it the bubbles of air 
which are floating in the sterile colourless secre- 
tion can be seen. I have seen two cases in 
which this condition was present in both ears, 
one or other of which would suddenly go very 
deaf. Inflation did not help and incision of 
the membrane on one side in one case was un- 
satisfactory for, though it caused the hearing to 
be normal for a time, this was succeeded by a 
slow progressive deafness in this ear. The un- 
treated ear continued to have periods of deaf- 
ness and periods of good hearing for which I 
found no explanation. 

There is a curious condition which has been 
known for many years in which the onset of 
the deafness may be sudden and in which the 
hearing is restored by filling the ear with olive 
oil or alboline and working this into the ear 
by means of a pencil formed of wool. In some 
of the cases there is a perforation which has 
recently ceased to discharge, in others the mem- 
brane intact. In these cases wax appears to be 
absent from the ear. The following cases are 
examples: 

A child of twelve was brought to see me be- 
cause, although of normal hearing when she went 
to bed, on waking she was very deaf in both 
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On examination both membranes were 


her ears. 
a little indrawn and the meatus was singularly 


devoid of wax. The power of hearing notes 
above 1,024 double vibrations was markedly re- 
duced. There was some loss of bone conduction. 
She could inflate her ears partially by forcibly 
blowing down the occluded nose. I filled one 
ear with alboline and worked it in and out with 
a pencil of soft wool and, to my surprise, the 
hearing gradually returned. Similar treatment 
of the other ear produced the same effect. The 
deafness did not return. 

I have since seen two or three cases in which 
the onset of deafness had been relatively sud- 
den and which were cured by similar means. 
The treatment is frequently of benefit in more 
chronic cases but I still do not know if I have 
cured cases of neurosis or of ear disease. A man 
of fifty-three came to see me about an insurance 
question and gave the following history. He had 
suffered from discharging ears for many years 
and some two years previously the discharge 
had nearly ceased. When he went into the 
furnace room of his factory he would suddenly 
go very deaf and the deafness lasted for a day 
or more. If he kept away from the furnace 
room he could hear ordinary conversation at 
about twelve feet with ease. He had sold his 
factory and retired. I had seen several cases 
of exsiccative deafness previously and I sug- 
gested to him that he should put oil into his 
ears. He did so and some six months later came 
again to see me and gave the following his- 
tory. If he had oil in his ears he did not go 
deaf when in the furnace room, which he had 
visited on several occasions in order to prove 
that this was so, He had bought another factory 
and had started work again. I take it that, in 
his ease, the discharge dried in his ears and 
caused his deafness. 


EXTERNAL EAR CONDITIONS 


The common case in which a man whose ears 
are full of wax dives into water and comes 
up very deaf is too well known to need more 
than passing comment. 

Cases of fungus infection of the external 
auditory meatus may show points of interest. 
The fungus fixes itself to the meatal wall or 
to the membrane and wax mingles with it. I 
find that under the microscope these small iso- 
lated and adherent bits of wax have generally 
a skeleton of fungus to attach them to the skin. 
Some of the fungi are of rapid growth and I 
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have seen relatively sudden deafness arising 
from small masses which contained aspergillus 
monilia or torula fungus. The last two of these 
produce a semifluid mass which, on removal, 
leaves behind a brown crust adhering to the 
skin. In the cases with sudden deafness the 
masses were adherent in one of three situations, 
(1) in front of the membrane to the skin of the 
meatal ecupula; (2) to the upper quadrants of 
the membrane and (3) behind to the meatus and 
to the postero-inferior quadrant of the mem- 
brane. On removal of the mass from this last 
situation the membrane was found, in eases of 
sudden deafness, to be impressed upon the inner 
tympanic wall. In this third situation and in no 
other the upper tones were heard less well than 
normally and I have wondered if this was due 
to pressure in the region of the round and oval 
windows. 


Sudden deafness may occur when tumours, 
for example epitheliomata and osteomata, are 
present in the meatus. It may be due to water 
getting in the ear, to wax, or to eczematous 
discharge. 


Noise deafness and concussion deafness. — 
Noise rarely causes more than transitory deaf- 
ness unless it is of great intensity or is confined 
within a narrow space. The smaller the space 
the greater is the effect of noise and the longer 
the duration of the deafness. Whatever be the 
pitch of the noise which falls upon the ear the 
maximum deafness is to a note about 4,000 
double vibrations; there is a lesser deafness to 
tones above this and below it. The following 
ease illustrates some of these points. 


A young professional pianist was listening to the 
telephone when it gave a loud click in her right ear. 
She found that she had for several days after this a 
tinnitus which was in tune with the upper C on her 
piano and that she could not hear the notes for three 
tones above this and below it. The tinnitus passed 
off in a few hours and when I examined her I could 
find no sign of previous trouble in the ear and I 
verified her statement with regard to her deafness. 
This gradually passed away and she was able to hear 
first one note and then another of those to which she 
previously had been deaf until some six weeks later 
she could hear the upper C of the piano. She said, 
however, that in reality she heard two tones on either 
side of the upper C of the piano. In three months 
her hearing had recovered to her satisfaction. 


The deafness due to aeroplane noise has re- 
cently been extensively studied by P. A. Camp- 
bell and J. Hargreaves’? who found that, after 
successive four-hour periods of flight, the deaf- 
ness amounted to 25 decibels for 4,096 double 
vibrations with a less degree of deafness on each 
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side of this from 1,024 to 8,192 vibrations. Re- 
covery occurred and was complete in a period 
which was approximately the square of the time 
for which the fatiguing force was applied. 
They found that constant repetition of the 
fatiguing noise had a cumulative effect and pro- 
duced permanent impairment of the hearing 
and that this was more likely to occur if suffi- 
cient time for recovery did not elapse after the 
ear had been fatigued by noise. 


CONCUSSION DEAFNESS 


The effect both of noise and of concussion are 
combined in an explosion. Craig states that the 
factor determining the nature of the injury 
resulting from explosions is the position of the 
external auditory meatus in relation to the 
bursting bomb. He recognizes three groups of 
injuries. In the first there is bleeding into or 
tearing of the drum membrane with low toned 
deafness which generally recovers. In the sec- 
ond the drum membrane is normal and there is 
internal ear deafness with loss of high tones 
which do not recover. In the third the deaf- 
ness is said to be hysterical but the loudest 
sound fails to wake the patient from the slightest 
sleep. 

E. D. D. Davis gives a slightly different 
classification but his findings are materially the 
‘same. 


AVIATION DEAFNESS 


Sudden deafness arises in aviation as a result 
of differences in pressure between the air within 
the nasopharynx and that in the tympanic 
cavity. In ascent, the air in the tympanic cavity, 
which has expanded owing to the lesser atmos- 
pherie pressure discharges the excess down the 
Eustachian tube at intervals which correspond 
with gains in elevation of four hundred feet. 
In descent the valvular action of the pharyngeal 
opening of the Eustachian tube prevents the air 
entering from the nasopharynx to equalize the 
pressure between this and that in the ear. Such 
equalization occurs during the act of swallowing. 
Any difference of pressure in the air in the 
tympanic cavity and that within the naso- 
pharynx produces deafness, the degree of which 
is approximately in proportion to this difference. 
Should this difference become greater than 80 
mm. of mercury the muscles which should cause 
the tube to open in the act of swallowing are 
not powerful enough to do so and the tube re- 
mains closed. So long as the plane continues 


to descend the difference in pressure between the 
air in the tympanum and that in the naso- 
pharynx continues to increase and may become 
so great that it bursts the membranes, 

Aviation deafness, if of minor degree, is 
transitory and passes off in 48 hours or less. 
The drum head is displaced outwards and has 
the appearance of that in acute otitis media 
which, indeed, may follow in rare cases. If the 
membrane bursts the deafness tends to be per- 
manent and affects the highest. auditory scale 
both of air and bone conduction. These facts 
have been elicited by many workers and are 
very clearly summarized in ‘‘The Principles and 
Practice of Aviation Medicine’’, by H. G. Arm- 
strong. More recent work upon the question 
of aviation deafness has been published by P. 
A. Campbell and J. Hargreaves. 


There are a few cases of sudden deafness 
which fall into no definite group. Thus in cer- 
tain patients who are suffering from slight but 
chronic deafness a noise which has but little 
effect on normal ears will render them extremely 
deaf. On test this added deafness is found to 
be due to a diminution of hearing by bone 
conduction which is most marked in the upper 
register and which recovers in a period of hours. 


In another type in which the hearing is only 
slightly diminished when in the resting state, 
the act of listening to words produces nearly 
total auditory aphasia. It is uncertain whether 
this condition is due to the cochlea or to the 
upper centres, for in certain of these patients 
the lack of hearing comes about because the 
words at the rate of ordinary conversation run 
into one another, although, if the words are 
spoken very slowly, they can understand the 
words addressed to them. Another group of 
cases is the purely psychical. They do not hear 
the loudest sound and yet their hearing may 
instantly return to full normality. 


I have endeavoured to give a brief account of 
the conditions which cause sudden deafness. 
One cannot read the literature of the subject 
or see the cases without appreciating that they 
differ from the more common forms of deafness 
in which the onset is insidious, in the fact that 
in the chronic states the brain becomes accus- 
tomed to the altered hearing and by compensa- 
tion neutralizes some part of its effects. As a 


result the auditory picture is befogged and 
lacks the clearness necessary for scientific 
In sudden deafness this cerebral 


evaluation. 
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compensation has not taken place for lack of 
time and the auditory picture is presented to 
us in a clearer form. 
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THE SULFONAMIDES AND ACUTE 
° EAR INFECTIONS* 


By H. W. Schwartz, M.D. 
Halifax 


OW does the middle ear become infected? 

Infection of the upper respiratory tract, 
which in one case may involve the “accessory 
nasal sinuses more particularly, and in another 
the tonsils and associated lymphoid elements of 
Weldeyer’s ring or may be more or less general 
as in influenza, or strictly local as may follow 
‘spluttering’’ in an infected swimming tank, 
all these involvements of the naso-pharynx mean 
a threat to and not infrequently definite inva- 
sion of the Eustachian tubes. Now, the 
Eustachian tube is the normal drainage and 
ventilating shaft of the middle ear and its air- 
filled extensions. If its ciliated mucous mem- 
brane has failed to prevent invasion then an 
infected middle ear results. 

The astonishing performanace of this defen- 
sive mechanism has been set vividly before us 
by Dr. Proetz.1 He takes the average measure- 
ments of a maxillary antrum and multiplies 
them by 100, thus a 3 em. antrum becomes a 
10 foot room with an 8” ventilator. The walls, 
ceiling, and floor are now lined with the thinnest 
imaginable velvet, for the cilia even after being 
multiplied by 100 are still only 1/42 of an inch 
long and 1/300 of an inch thick. And yet the 
contents of a wash-tub of molasses and a bucket 





* Delivered before the Dalhousie Refresher Course, 
Halifax, N.S., October 15, 1943. 








of sand in that room would be discharged by 
this mechanism through the ventilator in the al- 
most unbelievable time of ten minutes. 

This illustration helps us to visualize the 
Eustachian tube, not as a passive elongated 
hole or tube connecting the naso-pharynx and 
middle ear but rather as a very active organ, 
and when the parts it serves are infected restora- ° 
tion of its functions becomes the object of 
treatment. 

The important elements in treatment aimed 
at the attainment of this much to be desired 
end are: bed, the value of bodily rest cannot 
be over-emphasized; low-pressure hot saline 
douches directed against the fauces and oro- 
pharynx, the patient bending well forward to 
avoid coughing; heat externally ; when the nose 
is the primary site the use of ephedrine in nor- 
mal saline administered in the head-low position, 
along with plain steam inhalations or the steam 
tent ; a gentle laxative is always comforting both 
to the body and mind; the ear ‘‘drops’’ are 
traditional and bring as much comfort to the 
family as to the patient and that is saying a 
good deal in their favour. Avoid those con- 
taining carbolic or any substance that causes 
destruction of the epithelium of the drum, be- 
cause the appearance of the drum is our guide 
as to the state of the middle ear. If in spite 
of medical measures the drum shows that the 
intra-tympanie pressure is rising the inflam- 
matory products must be given vent by opening 
the drum by a free myringotomy. Almost 
three times as many operations on the mastoid 
are necessary in cases in which the drum rup- 
tures spontaneously as in those in which a 
myringotomy is performed before rupture.” 
This minor operation is probably the best ex- 
ample of prophylactic surgery. In fact, few 
operative procedures are so pregnant with 
promise. Time and again one has seen the 
most acute and tender mastoid subside in a 
matter of hours, and possibilities of intracranial 
extension, always inherent in purulent disease 
in this region, fade away as mist before the 
rising sun, 

Under such or somewhat similar measures 
what percentage would be expected to go on to 
recovery without a mastoidectomy and what help 
is to be expected from the sulfonamides? 

There are reports which like that of Fisher® 
of Baltimore make one feel guilty if one has 
failed to use a sulfa drug in acute otitis media. 
He observed 183 patients, most of whom were 
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treated in the out-patient department and 
‘‘whose home care was inadequate’. Of 95 
patients who had a paracentesis but were not 
given sulfanilamide, 66 required a mastoid 
operation; of 88 who had a paracentesis and 
were given sulfanilamide only 7 required 
operation. 

Now let us consider two other reports, those 
of Richardson,* and Page.® 

At the Massachusetts Eye and Ear Infirmary 
for five consecutive December to March periods, 
beginning in 1937, Richardson and his associates 
set themselves to study otitis media and to deter- 
mine its best treatment. Cultures were ob- 
tained in all cases at the time of myringotomy. 
This exhaustive work involved the complete 
study of 625 ears which had to have the ear 
drum incised, and who were eared for until 
recovery; 94.7% recovered without a mastoid- 
otomy. 

Those infected by the Strep. hxmolyticus 
numbered 179 and of these 17 had to have a 
mastoidectomy, that is an incidence of 9.5%. 
Some 20 cases in this group received sulfanila- 
mide (none of the other 600 received chemo- 
therapy) and of these 20 no less than 6 had to 
have mastoidotomy. The author refrains from 
stressing that this 1/9 contributed 1/3 of those 
having to be operated on as he feels the numbers 
are too small to conclude that sulfa therapy is 
of no benefit in such an infection. 

Page, Manhattan Eye, Ear and Throat Hos- 
pital, published in 1934 what might now be 
called a pre-sulfonamide report on 836 ears that 
had had a myringotomy performed, and 94.9% 
recovered without a mastoidectomy having to 
be performed. 

You will note that these two studies, carried 
on along almost identical lines, agree to within 
1/5 of 1%; in round numbers only 5% came 
to operation in each group. 

Assuming that the patients in oils group had 
a similar economic background and that in the 
same proportion ‘‘home care was inadequate’’ 
there must be an amazing difference in opinion 
as to what the indications for operation are 
to explain operating on 2 out of 3 in one group 
and only 1 in 20 in two much larger groups. 

Can these drugs do any harm? The answer 
is twice ‘‘yes’’. Yes, in a general way, by 
damaging the liver and kidneys, by sensitizing 
on the one hand or rendering drug fast on the 
other, or the development of resistant strains of 
bacteria and so eliminating these valuable drugs 


from our armamentarium when a real need 
arises. These drugs are very clannish: if you 
fall out with one you are apt to fall out with 
all. When they kill the patient by malignant 
neutropenia!” it goes to emphasize that ‘‘the 
practice of giving chemotherapy without proper 
supervision of blood and urine cannot be too 
strongly condemned’’.2 Yes, in a very specific 
sense when the ear is concerned, to be summed 
up in the one word ‘‘masking’’. Now, masking 
is an odd phenomenon and so far as I know is 
peculiar to the middle ear and its air-filled 
extensions the mastoid cells. Possibly the ex- 
planation may be anatomical, the drug being 
unable to reach the infection in a series of air 
cells in sufficient concentration to inhibit the 
growth of the offending organism, or possibly 
chemical and anti-sulfonamides play the part; 
one such substance, para-amino-benzoie acid is 
definitely known to inhibit the therapeutic ac- 
tion of sulfanilamide when given mice infected 
with Strep. hemolyticus.© Be that as it may, 
the fact remains that in spite of apparent im- 
provement as expressed in freedom from pain 
and tenderness; fall of temperature and lessen- 
ing of discharge, and in some rare cases the 
drum healing,® the disease steadily progresses. 

The x-ray adds little to the clinical findings 
in acute mastoiditis, nor in chronic disease for 
that matter, and its value lies in determining 
the type of bone—whether cellular, diploie or 
sclerotic—in which infection has found lodge- 
ment. Even though the x-ray is a weak reed 
from a pathological standpoint it may be thought 
that in the presence of the sulfonamides with 
clinical evidence masked surely this laboratory 
aid can at least suggest when something has 
gone awry. Listen to Law,’ the distinguished 
roentgenologist: ‘‘The drug does something to 
the contents of the cells whereby they are made 
more translucent to the roentgen-rays so much 
so that in cases in which the severity indicates 
operative intervention one cannot tell from a 
single film which side is involved. The opacity 
is practically gone’’. 

Several years ago, when these drugs were new 
and enthusiasm ran high, a colleague of mine 
was good enough to give me for textual purposes 
notes on a case admitted under his care at Camp 
Hill Military Hospital. This man, aged 23, was 
admitted with a temperature of 101°. He gave 
a history of having had a ‘‘cold’’ for about two 
weeks and that his left ear began to ache and 
throb four days previously and began to dis- 
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charge a few hours before admission. On ex- 
amination the following day both ears were 
found to be discharging and the temperature 
was 102°. Sulfanilamide was prescribed and in 
three weeks’ time the right ear was dry and 
the left showed not much more than a little 
moisture. 

His discharge from hospital was arranged for 
the 20th of the month. On the 19th at 5.00 p.m. 
he complained of some indefinite pain about the 
left mastoid area, Tenderness even on firm 
pressure was uncertain. Temperature, pulse 
and respiration were normal. An x-ray was 
ordered in a placebo-like spirit. Six hours later 
he vomited, became irritable and shortly after- 
wards lost consciousness. An operation was 
performed and a far-advanced infected clot was 
found in his lateral sinus. A lumbar puncture 
was done at the same time and the cerebrospinal 
fluid was found to be under great pressure and 
very cloudy. Subsequent examination of clot 
and fluid showed a pure growth of Strep. hzmo- 
lyticus. Here then we have two intracranial 
complications, infected sinus thrombosis and 
meningitis without any evidence suggestive of 
their existence, 

Permit me to tell you about a man aged 27 
who developed pneumococcal meningitis® sec- 
ondary to an acute infection of the middle ear. 
He had had a ‘‘cold in the head and chest’’ and 
a mild degree of earache developed on November 
15. Two days later it had become sufficiently 
severe to prevent sleep and five days later still 
the ear began to discharge and the pain was 
greatly modified. At this stage the family physi- 
cian was called who referred the case to me. On 
examination there was tenderness over the area 
of the mastoid antrum and to a lesser degree 
over the tip of the mastoid process. Tempera- 
ture 99.5°. The membranes of the nose and 
throat were highly inflamed and I started him 
on the routine already mentioned. The follow- 
ing day he was better and a week later treat- 
ment was modified almost to the point of omis- 
sion, sufficient being retained for psychological 
rather than curative reasons as he was not 
really bodily fit to return to work. 

The following day he developed a headache 
but little was thought of it as he was subject 
to severe bouts of headache and he had been 
reading a great deal to pass the time, and any- 
how it was better towards evening. Early on 
the morning of December 4 his mother tele- 
‘phoned that the patient had had a bad night 


and could hardly stand the pain in and about 
the left eye. Admission to the hospital was 
secured without delay and on his arrival the 
temperature was 100.6°, with a suggestion of 
sagging of the superior and posterior wall of 
the external auditory meatus. There was no 
involvement of the 5th or 6th nerves. A simple 
mastoid operation was performed that after- 
noon. This elimination of the primary focus, 
the first and foremost of all measures, is the 
operation of common denominator to all the 
intracranial complications of purulent disease 
of the ear. The following morning neck rigidity 
was first noticed and a Kernig sign could be 
demonstrated. Intravenous soludagenan was 
commenced immediately, 2 grams repeated in 
two hours and then one gram quarter-hourly 
until the 11th when consciousness returned and 
convulsions ceased. The same amount of the 
drug was now given by mouth until the 18th 
when the cerebrospinal fluid was shown to be 
sterile. Fortunately, no change in the blood or 
urine compelled us to stop the drug. Had such 


-oceurred it would probably have proved dis- 


astrous, ‘‘Certainly’’ would be a better word 
than ‘‘probably’’ because prior to 1937 no cases 
of recovery were reported. 

I have presented to you two extreme cases: 
one that might have lived but died, and one that 
should have died but lived, one illustrating the 
sulfonamides in one of their worst rdles, the 
other in one of their best. 

It must ever be remembered that the sulfona- 
mides do nothing to increase the immunity of 
the blood and a difference of laboratory opinion 
exists as to whether or not the antibodies actu- 
ally suffer or not. One side contends that they 
are unaffected,?” 74 the other that they may not 
be destroyed as such but the same end is accom- 
plished when the normal stimulus to their for- 
mation is modified. Clinical evidence would 
appear to support this latter view because dis- 
ease reasserts itself if the administration of the 
drug is stopped too soon. These drugs are 
bacteriostatic not bactericidal, consequently it 
still remains for the normal body defenses to 
destroy the invader. 

A perplexing situation is not made any the 
less confusing by reading the leading articles 
on chemotherapy with their writers’ varying ex- 
periences and conclusions in the treatment of 
acute infections of the ear. They seem to be 
agreed that on the average the duration of dis- 
charge is lessened, that a new chapter has been 
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written in the successful treatment of the com- 
plication meningitis, and that the use of the 
drug is associated with well recognized dangers, 
but here the agreement ends. Some controlled 
series show a definite decrease in the number of 
eases developing surgical mastoiditis, others an 
increase. 


In view of the fact that suppurative otitis 
media is more or less a self-limiting disease in 
which upwards of 80% of unselected clinic cases 
get well in anywhere from a few days to four 
weeks, and a much higher percentage if given 
the benefit of the measures outlined, the ques- 
tion arises are we justified in exposing 95% of 
such cases to the ill effects of these drugs, in 
the hope of rescuing 1 or possibly 2% from a 
simple mastoidectomy, an operation whose death 
rate must be almost nil, if not rushed into be- 
fore Nature erects her defences and localizes 
the disease, and operative mishaps rare in the 
hands of those properly trained. To quote 
Richardson, ‘‘the 5% incidence of cases of acute 
otitis media requiring a mastoid operation must 
be materially reduced by chemotherapy in order 
to justify its routine administration to every 
case of otitis media’’. 


Simply because a ease recovers during the ad- 
ministration of a remedy it must not be taken 
as evidence that the medicine was the cause for 
rejoicing. I can recall a patient of one of my 
colleagues in this hospital who ran a continuous 
high temperature for which no explanation 
could be found, and even a laparotomy had been 
resorted to but in vain. After several weeks 
of this kind of thing and in sheer desperation 
the boy was referred to the nose and throat 
department. Examination even by us failed to 
throw any light on the puzzle! Sulfanilamide 
had just made its appearance and a prescription 
was attached to the chart with the recommenda- 
tion that it be dispensed without delay. Next 
morning the surgeon in charge called me in and 
showed me the patient’s chart; sure enough the 
temperature was normal for the first time in 
weeks. Placing the thumbs in the arm-holes 
of the vest and expanding the chest I enlarged 
upon the wisdom of calling in a real doctor when 
in difficulty. My friend listened with profound 
attention whilst I dilated with pride on what 
had been done and then he turned over a page 
and there was the prescription that had yet to 
reach the dispensary! The joke was on me, but 
the incident illustrates the point. 
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True, a valuable aid has been found in these 
drugs but an aid that has so changed the elini- 
eal picture of mastoiditis and its complications 
that it produces a false sense of security. Whilst 
the otologists flounder around in doubt and un- 
certainty trying to find their way out by recog- 
nizing new criteria which may lead to the 
discovery of a safe guide to their use and to the 
diagnosis of impending trouble in their presence, 
I would suggest leaving them alone where acute 
otitis media is concerned. 


I both teach and practise that an early and 
free myringotomy combined with medical mea- 
sures constitute a safer course for all, but par- 
ticularly for those in general practice, who must 
supervise cases of acute otitis media in the home. 
I consider these drugs so precious that their use 
should be retained for serious conditions and 
not squandered on every trivial illness, in short, 
not to use a 15” gun to do the work of an air- 
rifle. 
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Résumé 


Il faut se méfier des sulfamidés dans les cas d’otite 
moyenne aigue. Ces médicaments ont rendu de grands 
services mais il ne faut pas oublier qu’ils changent 
l’aspect clinique de la complication mastoidienne et que 
leur emploi donne trop souvent un sentiment de sécurité 
qui n’est pas toujours véritable. On ne connait pas 
encore parfaitement les critéres qui doivent dicter leur 
emploi. Dans les cas non compliqués, la simple para- 
centése et les mesures médicales classiques sont toujours 
de mise. L’usage des sulfamidés doit étre consacré aux 
complications et aux cas trés sérieux. JEAN SAUCIER 
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A MISCELLANY OF ANZASTHESIA 
BUGBEARS 


By G. D. Stanley, M.B., F.1.C.A. 
Calgary Associate Clinic, Calgary 


‘THIS paper aims simply at gathering together 

in a miscellaneous group various difficulties 
which the anesthetist is bound to meet at one 
time or another in his anesthetic routine, and 
to convince him of the desirability of knowing 
definitely what he will do when he does meet 
them. As the paper progresses, I shall set forth 
opinions on the subjects concerned, not because 
I think them to be the final words in the dis- 
cussion, but because I hope that such a presenta- 
tion of ideas may encourage the reading anes- 
thetist to formulate in advance of actual contact 
his own logical conclusion as to how to deal 
best with each anesthetic bugbear when it does 
appear. Then, too, it may discourage some from 
adopting the prevalent tendency to leave deci- 
sions ‘‘in the air’’ in an evanescent state of 
perplexing uncertainty. 

The writer will introduce only seven of the 
bugbears which have worried him from time to 
time, and as already intimated, will suggest in 
each ease procedures which have been recom- 
mended by recognized authorities in the field 
of anesthesia. 


RECENT Foop IN STOMACH 


Emergency anesthesia cases frequently occur 
soon after meals. The danger, of course, lies in 
the possibility of inspiring into the airway pieces 
of vomited food. This condition occurs usually 
at a light stage of anesthesia, when the patient 
is either going under or coming out. It can 
cause real tragedy. Obstetrical patients also 
carry no exemption. In fact, in stage two or 
stage three and plane one of anesthesia, during 
labour in its second stage or during delivery, 
the pressure on the viscera from within the 
abdomen, or through the wall from without, 
adds considerably to the risk of forcing stomach 
contents into the airway. Hence, a safe pre- 
caution in any type of case where the stomach 
contains food, is a gastric lavage prior to the 
anesthetic, and the use of full or partial 
Trendelenburg position whenever the airway 
indicates the need of outward drainage. The 
lateral position with head lowered is never amiss 
in anesthetizing children and is particularly 





good in the above circumstances, or in the pres- 
ence of an excess mucous discharge in the throat, 
or as routine, following tonsil and adenoid 
operations. 


OBSTRUCTIVE Mucous DISCHARGE IN THROAT 
OR AIRWAY 

The discussion of the origin of such obstruc- 
tive discharges would be too prolonged for this 
paper, but the anesthetist must give real con- 
sideration to the possible effects of existing 
chronic nasopharyngitis, nasal sinusitis or ton- 
sillitis, The bronchial mucus of smokers is fre- 
quently very thick and tenacious and some of 
it may be removed even before the patient re- 
ceives the preoperative medication. The reaction 
of the patient to the preoperative dose of 
atropine or hyoscine, and the length of the opera- 
tion also become factors in the ease, for it may 
be necessary to repeat the drug during the 
operation to promote respiration, dry up ac- 
cumulating secretions, or inhibit bronchial 
spasm. Incidentally also, the use of atropine 
assists in preventing undue loss of body 
fluids through sweating. Bronchoscopie suction 
through a catheter is one of the more recent 
important procedures in the prevention of pul- 
monary tract complications, and particularly of 
atelectasis. Where there is any suspicion of an 
obstructing secretion that is not being expelled 
by respiratory effort, suction should be insti- 
tuted promptly. This will apply immediately 
following the operation either in the operating- 
room or after the patient’s return to the ward. 
It will also apply during the operation, espe- 
cially in long surgical cases in the upper abdo- 
men, or in kidney operations in the lateral 
posture, and when high spinal anesthesia has 
been used, The earliest aspiration of any viscid 
mucous obstruction from the bronchial tree is 
the best and the easiest. In fact, if ordinary 
suction used periodically throughout can avoid 
the necessity for major bronchoscopic suction, 
so much the better. The periodic use of full 
or partial Trendelenburg posture for drainage 
from the respiratory airway when indicated, 
offers the anesthetist one more arm with which 
to fight. 

A recent suggestion with regard to possible 
bronchial complications is worthy of considera- 
tion. It recommends in thyroidectomy the use 
of one of the sulfonamides for three or four 
days prior to operation as a prophylactic to 
post-operative pulmonary infection or tracheitis. 
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INEFFECTIVE PRE-MEDICATION 


Someone has said that pre-medication is the 
most important part of the anesthetic. There 
can be no doubt that the skilful administration 
of pre-medication for its proper sedative effect 
and for the control of undue respiratory tract 
secretions reduces the amount of anesthetic 
drugs required and thereby reduces the chance 
of toxic pulmonary complications. The ques- 
tions of basal metabolic rate, the age of the pa- 
tient, the pain being suffered, the gravity of 
the disease and the individual susceptibility to 
the agents used, demand individualization in 
selecting the drugs used, the dosages given, and 
the methods of administration for preoperative 
medication. The wide variation of drugs in 
sedative and other effects on the individual af- 
fords good support for those who favour divid- 
ing the preoperative dosages into two parts, 
one and two hours respectively prior to opera- 
tion, and determining the size of the later dose 
by the patient’s reaction to the first dose. The 
intravenous administration of morphine on the 
operating table, either before or during the 
operation as indications may require, is also a 
valuable adjunct to our procedure. 

One does not need to emphasize the unsatis- 
factory results usually obtained in the admin- 
istration without suitable premedication and 
preparation of an anesthetic in the dentist’s 
chair or in a physician’s examining-room for 
pelvie or similar examinations, when the opera- 
tor desires reasonable relaxation, and, of course, 
with a minimum of risk. 

One of the ‘‘unkindest cuts of all’’ is the 
practice of dragging terror-stricken children to 
the operating-room for tonsil and adenoid opera- 
tions while they may be screaming and strug- 
gling to free themselves from the clutches of 
their captors. Among various preoperative 
sedatives in such cases, the anesthetist will do 
well to consider the value of sodium pentothal 
given in the ward per rectum through a small 
catheter, and in a solution of one ounce to one 
and one-half ounces of water, containing 1 mgm. 
for each 50 pounds of body weight. 

It is my experience that when the preopera- 
tive sedation is insufficient, and particularly 
when barbiturates have been omitted, the sud- 
den drop in blood pressure seen in intraspinal 
anesthetics, is more apt to occur. 


INTRASPINAL WORRIES 


Not a few patients have preconceived pre- 
judices with regard to intraspinal anesthesia, 
usually arising from ill-considered comments of 
other physicians or through those ‘‘Job’s com- 
forters’’ whose chief delight in life appears to 
be to alarm their sick friends. It is better not 
to insist upon spinal anesthesia in such cases. 
This is particularly applicable when postopera- 
tive headache or backache are the chief fears 
or when the patient has a history of past head- 
aches. As a matter of fact, this principle may 
be applied to any anesthetic agent, so far as a 
choice may be possible, for it is my belief that 
actual postoperative headaches follow most 
anesthetic procedures, including intraspinal, in 
about the same ratio. Further, it is urged that 
no hospital attendant, and least of all the anes- 
thetist, should ever inquire in the patient’s 
hearing regarding the existence of headache. 
The very suggestion often initiates the headache. 
A partial postoperative Trendelenburg position 
for eight hours is always desirable, when surgi- 
cally possible, as a preventive to real headache. 
Such posture serves a dual purpose for, as in- 
dicated above, it promotes endobronchial drain- 
age; likewise, it is one of the measures used by 
Dr. H. Gray and others to encourage the return 
of venous circulation from the lower extremities 
following abdominal operations. 


When .the intraspinal anesthetic begins to 
wear out before the surgeon has finished his 
work, the anesthetist’s worry begins. The signs 
of the trouble present themselves about as fol- 
lows and in the order stated: first, vasomotor 
changes are manifested by rapidly increasing 
perspiration; second, a vague restlessness and 
discomfort in the patient; third, a bulging of 
the abdominal viscera through the incision in 
the case of a laparotomy begins and gradu- 
ally inereases; last and worst of all, the 
loss of abdominal muscular relaxation inter- 
feres with the surgeon’s progress. Prompt 
use of intravenous morphine and atropine is 
suggested, and, if necessary, start a gas general 
anesthesia, and do so early. Do not wait until 


‘‘soaking’’ quantities of the anesthetic agents 
will certainly be required. Let it be urged that 
when a supplementary anesthetic is likely to 
be needed anticipate the need and give it early. 

Nausea and vomiting in intraspinal anesthesia 
alone demand continuous inhalations of 100% 
oxygen, and then, if it persists, cyclopropane 
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or nitrous oxide to stage one or stage two of 
anesthesia, will usually suffice to control it. 

When an abnormal fall in blood pressure does 
not respond promptly to vaso-contrictor medica- 
tion, it signifies a commencing and rapidly in- 
creasing anoxemia; prolonged anoxemia means 
ultimate cerebral damage of varying extent, ac- 
cording to the degree and length of anoxemia 
produced. Hence, when there is any doubt, add 
volume to the blood, using 5% glucose in saline 
solution intravenously, and then, if still in 
doubt, give a transfusion of blood or plasma, or 
both. The significance of these procedures will 
be discussed later under the heading of ‘‘shock’’. 
Of course, all other usual measures should be 
included also. 

There are occasional instances when one gets 
a poor intraspinal anesthetic, even though the 
usual proper agents, dosage, concentration, site, 
rate of injection and posture have been fol- 
lowed. They are few, however, for most of the 
failures occur when the arachnoid has been 
only partially punctured and a portion of the 
bevelled opening of the needle has poured part 
of the solution into the epidural space only. 

Again, when using pontocaine or metycaine 
or any agent whose solution is slightly heavier 
in specific gravity than spinal fluid for anss- 
thesia in operations with patients in the lateral 
kidney posture, it is advisable after injecting 
the solution into the subarachnoid space and 
with the patient in the usual lateral position, 
to turn the patient immediately to the supine 
posture for three minutes before resuming the 
kidney posture. Otherwise, the higher side of 
the body where the operation site lies often be- 
comes anesthetized indifferently. Incidentally, 
the same matter of specific gravity makes it 
advisable to postpone the use of Trendelenburg 
position for 15 minutes after the intraspinal 
injection. The same factor suggests the re- 
fraining from sudden changes in posture, either 
towards the Trendelenburg or returning to the 
supine. The anesthetist should remember that 
the prolonged or exaggerated Trendelenburg 
position is undesirable for all patients, and defi- 
nitely harmful to obese patients. 


EXPLOSION IN GAS ANZSTHESIA 


This paper will not discuss the particulars of 
the causes of explosions in anesthesia with 
cyclopropane and other gases. A suggestion 
only is offered that the anesthetist is always 
well-advised to have attached to his apparatus 





a Horton’s resistance coil with all its contact 
chains properly placed during the administra- 
tion of the gas. Whether this procedure is fully 
protective or even partially protective against 
static or electric spark, I will not undertake 
to offer any assurance. However, it is certain 
that it is presently accepted by recognized 
authorities in anesthesia as the only expedient 
yet devised, and in a court of law it would 
prove a valuable asset to an anesthetist if he 
happened to be the party on the defence. 


SUDDEN RISING PULSE-RATE IN THYROIDECTOMY 


The sudden rise in the pulse rate and eleva- 
tion in blood pressure in toxic goitre operations, 
appear usually coincident with the manipulation 
by the surgeon of the thyroid gland’s first lobe 
after its exposure. Sometimes the anesthetist 
is accused of causing the offence. The anes- 
thetist is not required to carry blame that be- 
longs elsewhere or nowhere; but at the moment 
this crisis presents itself he should consult with 
the surgeon, and together they should decide 
forthwith how much farther the surgeon is 
justified in proceeding with the operation. 


SHOCK 

Crile has said, ‘‘There is probably no ultimate 
difference between the bloodless intangible 
causes of exhaustion and the bloody tangible 
eauses of shock’’. Hence, the application of 
either condition in anesthesia demands that 
whenever there exists depleted protein reserves 
in the blood plasma, whether sudden in origin 
during surgery under anesthesia, or slower in 
origin preoperatively, there must be prompt re- 
placement intravenously by sufficient plasma, 
as plasma alone or in whole blood, or in both. 
Blood plasma is essentially a protein-contain- 
ing necessity to life, and in anesthesia at least 
it must be maintained as nearly normal as pos- 
sible. If shock be from the sudden decrease in 
blood volume during operation and accompany- 
ing anoxia, the ample transfusion is urgent 
forthwith, and in advance of irreversible hzemo- 
concentration and plasma protein damage. If, 
on the other hand, the patient is being prepared 
for surgery and anesthesia, he requires exactly 
the same necessary replacement by the same 
route plus a suitable high-protein diet until 
proper and repeated laboratory tests demon- 
strate his physical preparedness for the ordeal 
in surgery. The anesthetist must constantly 
keep in mind that all prolonged anesthesia, 
even in healthy patients, causes definite and 
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rapid falls in plasma proteins, and that this is 
particularly significant in surgery upon the 
gastrointestinal tract, the biliary tract, or in 
toxic goitre. The functioning ability of the 
liver because of its relation to the adequate 
supply of plasma proteins is always important 
respecting the patient’s preparedness to under- 
go major surgery. Someone has said that the 
best treatment of shock is prevention. Hence, 
the importance of the anesthetist knowing in 
advance the patient’s sufficiency in plasma- 
proteins and liver function to withstand the test 
the operation is likely to demand. It does not 
belong to this paper to discuss the intricate 
theory or theories of shock (primary or sec- 
ondary, so-called), or of the involved problems 
they include, but rather to recall their impor- 
tance to the attention of the anesthetist as one 
of the major bugbears. He must inform him- 
self carefully in this direction if he is to be pre- 
pared to deal with shock, at least so far as it 
involves him in anesthesiology. 


One final item must not be called a ‘‘bug- 
bear’’, for its exclusive association forbids its 
being labelled with any sinister title. It is a 
real ‘‘something’’ nevertheless. Frequently it 
pervades the operating-room during pre-anes- 
thesia or the induction stage of anesthesia. It 
is included in the ‘‘misunderstandingness’’ or 
impetuosity of some surgeons during those 
waiting minutes of tension. Just how the anes- 
thetist may surmount the difficulty is an enigma 
to the writer. He has heard various forceful 
procedures suggested in this land of cowboys 
and lassoes, but. has hesitated to recommend their 
trial even here, let alone in the dignified circles 
of the larger hospitals of other cities. Would a 
‘‘round robin’’ of the surgeons advance a hint 
or promote a cure? 


Discussions in various periodicals by the following 
authorities have been appropriated in this paper: Drs. 
John Lundy, R. C. Adams, Geo. Crile et al., Casten 
Daniel et al., U. A. Eversole and V. H. Moon. 


One does not acquire a sunburn through the windows 
of an automobile because the laminated glass is opaque 
to the ultraviolet rays of the sun, the Journal of the 
American Medical Association advises in answer to an 
inquiry. 
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SYMMETRICAL LIVIDITY OF THE 
SOLES* 


By Frederick Kalz, M.D. and 
Helen Friedman, M.D. 


Montreal 


YMMETRICAL lividity of the soles was first 
described and named by Pernet? in 1925 and 
at this time, it was thought to be a rare skin 
disease. Nelson? recently reported 18 cases, 
which were observed in an army hospital over 
a period of 18 months. He believes that this 
condition has frequently been incorrectly diag- 
nosed and that it occurs more often than the 
number of reported cases would indicate. 

As hyperhidrosis is thought to be the under- 
lying cause, an increase of such cases in army 
camps is to be expected. Therefore, a short 
report should be of interest, as treatment gives 
satisfactory and rapid results. 

The clinical picture as reported in the litera- 
ture and observed in our cases is characteristic. 
The patients complain of excessive sweating of 
the feet, often a fetid odour and of slight burn- 
ing and itching of the soles. Sharply de- 
mareated, round or semicircular plaques are 
present on the soles, the centre of these is 
thickened, soggy and whitish, while the border 
zone, 2 to 3 em. in width, is slightly raised and 
of a violaceous hue. These lesions usually ex- 
tend along the medial and posterior surfaces of 
the foot and heel and in some eases a predilec- 
tion for pressure points has been observed. 

All our cases presented the above described 
clinical picture. Our patients were under 25 
years of age; two of these were student nurses; 
one a medical student, one an orderly; and one 
a boy aged fifteen. All complained about hyper- 
hidrosis and three showed marked bromhidrosis. 
Hematological examination and blood chemistry 
revealed nothing unusual. No fungi were found 
in scrapings, and cultures on Sabouraud’s agar 
remained sterile in all 5 cases. Histological ex- 
amination of tissue from the violaceous border 
zone, performed in two cases, showed slight 
cedema and hyperemia of the capillary zone, 
and the epithelium stained more clearly with 
acidophil stains, than usual. 

As the clinical picture was somewhat sugges- 

*From the section of Dermatology, Department of 


Medicine, Children’s Memorial Hospital and Royal 
Victoria Hospital, Montreal. 
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tive of a chemical burn, pH of the sweat was 
determined in three of our cases and values of 
4.0, 5.2 and 5.0 were found respectively; this 
marked acidity, the chemical nature of which 
could not be determined, may be a significant 
finding. 

To eliminate a possible irritation or sensitiza- 
tion from shoe linings and socks, and to prove 
our belief that symmetrical lividity is caused by 
hyperhidrosis, we carried out the following ex- 
periment on our three hospitalized cases. One 
foot was wrapped in wet towels and placed 
under a baker to induce sweating, while the 
other was kept dry and treated with a dusting 
powder containing salicylic acid. Im all three 
eases, the results were identical. The foot kept 
dry and treated with the powder showed com- 
plete cure after 24 hours while the foot kept 
in the baker displayed marked exacerbation. 

The etiology of this condition has been dis- 
eussed by several authors, and while Pernet? 
did not express any opinion, Hitch and Hanson® 
believed it to be a toxic erythema and classified 
it as an erythema multiforme. Rost* reported 
a ease in which chromic acid in shoe lining was 
thought to be the causative agent. Parkhurst,® °® 
Pillsbury e¢ al.,7 and Nelson? attributed this 
condition to hyperhidrosis, and we, on the basis 
of our investigations, agree with this opinion. 
We think that some fermentative process, caus- 
ing the increased acidity of the sweat and the 
bromhidrosis may account for the central macera- 
tion and the lividity, which is probably caused 
by paresis of the capillaries. Pressure, ill- 
fitting shoes, poor ventilation and, probably, 
rubber soles may be predisposing factors. 

The following dusting powders have proved 
successful in treating this condition: 


J. ee ONE aig ba secede 8.0% 
SE EE, ito kta ae Sh rene 20.0% 
GE -Cebahaeeis od vy saan 20.0% 
Talcum powder .......... ad 100.0% 

Ry GG GING 6 ewici Cee 2.0% 
De EE 2 ticked Sede caw eeke 6.0% 
Bee WOOD «5 cies cxennnc és 3.0% 
Exsiceated alum ............ 1.0% 
SUMNOM? Soviet ok Sh eteg oe wees 10.0% 
Powdered tale .....cccccccce 78.0% 


This latter prescription is the United States 
General-Army issue foot powder.” 

While this paper was in the hands of the 
publishers, an additional report on this condi- 
tion was published from the Middle East theatre 
of war by R. G. Park® who believes that consti- 
tutional environmental psychoneurotie and toxic 
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factors play an etiological réle in this condition. 
The author stressed the great frequency of this 
disorder under military conditions in contrast 
to the paucity of references in the literature. In 
addition to hyperhidrosis and erythema, kera- 
tosis of the soles was observed on many occasions. 
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EXTERNAL ABDOMINAL HERNIA 
Lt.-Col. Frank W. Schroeder, R.C.A.M.C. 


HE incidence of external abdominal hernia 

in the Canadian Army Overseas, and the 
desire for an accurate picture of the situation 
relating to the surgery of hernia have prompted 
this study. It is based entirely upon the records 
at Canadian Military Headquarters and includes 
all cases treated in Canadian Military Hospitals 
Overseas from January I, 1940 to September 1, 
1942. 

At the time of this review ten months had 
elapsed since the last group of cases were sub- 
jected to operation. In approximately two- 
thirds of the cases 18 to 24 months had gone by. 
Since it was quite impossible to examine these 
men results of operation were based upon 
records available. From one’s experience with 
soldiers it seemed unlikely that any man who 
had had an operation for hernia and who noted 
signs or symptoms of recurrence, would not 
immediately report for further attention. For 
this reason it is felt that the results as shown 
represent a fairly accurate picture of the whole 
situation relating to the surgery of hernia in 
the Canadian Army Overseas. 

Individual documents of 1,078 men were 
reviewed. The present state of the hernia in 
each of these men as well as their present dis- 
position is known (Table XIII). In view of 
this the results are based upon the entire series 
(Table VI). Because of transfers to. other 
services, or other theatres of war, retirements 
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and deaths, certain details are not available in 
118 eases. Omission of facts in certain case 
reports makes it necessary to use the term ‘‘not 
recorded’’ in some of the tables. Details are 
however fairly complete in 960 cases and it is 
with this group that this study is mainly 
concerned. 

The first part of this review (Tables I to 
XIII) deals with all cases of hernia subjected 
to operation, regardless of whether the hernia 
was original, or had previously been operated 
upon in civil life. It also deals with all re- 
eurrences following operation in Canadian 
military hospitals overseas, and subsequent treat- 
ment or disposal, The second part of this re- 
view (Tables XIV to XVIII) deals only with 
recurrent inguinal hernia regardless of whether 
original operation had been done in civil life, 
or in Canadian military hospitals in Canada or 
overseas. It is an attempt to illustrate the end 
result of surgery in recurrent inguinal hernia. 


Part I. 


The vast majority of hernias occurred in the 
younger age groups. Nevertheless, 10% of all 
hernias dealt with were in men over 40 years of 
age, which would suggest a higher incidence in 
this group (Table I). Hernia was only rarely 
noted in officer personnel. Artillery men out- 
numbered others by far. The incidence of recur- 
rence in the younger age groups, was propor- 
tionately less. The recurrence rate while only 
3 and 3.7% in the under 20 years of age and 
21 to 30 years of age classes respectively was 
15% in those over 45 years of age (Table VII). 

The Bassini method of repair, with or without 
modifications, was adopted in well over half the 
eases of inguinal hernia, and was used by almost 
all surgeons at some time or other. The other 
methods of repair were in most instances 
peculiar to certain surgeons. Repair of femoral 
hernia was Lotheisen in type in practically all 
instances, while in incisional hernia fascia lata 
was used on 3 oceagjons, and an ordinary layer 
repair was done in 17 instances. The Mayo type 
operation was used in umbilical hernia, and an 
ordinary overlap repair was used in most cases 
of epigastric hernia. Cat gut was used as 
suture material in 90% of the cases while silk 
was used in the remaining 10%. 

The incidence of complications following 


operation would appear high in a group of 
comparatively fit men, It is to be noted how- 
ever that over 50% of the complications were 


respiratory in nature, a not uncommon incident 
among troops in an alien climate. 

The postoperative routine was more or less 
standard in the various hospitals. An indirect 


TaBie I. 
RELATIONSHIP OF AGE AND NuMBER (960 Casss) 


; Number 
Age in years of cases Percentage 
I. sc. CAV adeeeeeeeneeas 66 6.8 
BN VEMD sihs DSicdy oes od hese ema ade 535 55.7 
RED kPa B05) SCALE eM ARR NS 256 26.6 
ey cette wieieis saree es 83 8.6 
IS iva ee Fu chen eae 20 2.08 
TaBLe II. 


Types or Hernia (960 Caszs) 





Number 
of cases Percentage 


re Tree Terr error es 14 1.45 
ES 344 558s ct a adbnaoete 7 0.73 
NG. <.s.o's Weak seks awaeae as 20 2.08 
NS in inh G cds Wrahn ee Rhee 13 1.35 
Inguinal: 

Unilateral—indirect.............. 700 72.91 

Unilateral—direct............... 62 6.45 

Bilateral—indirect............... 64 

Bilateral—direct................ 15 9.1 

Bilateral—direct and indirect. .... 9 

Se 5. oo ek ceinded ieee 1 

Recurrent—indirect............. 20 5.73 

Recurrent—direct............... 35 , 

TABLE III. 
OPERATIVE PRocepuRES (960 CasEs) 
Number 

I ci su: Sah ae as we asicahodinatatisn aR RR aaneanee aa 512 
Ns Ge 5k Os Meas ave bekacRacd ak eek ere oun 153 
I sa Cias aG ea N a een Cees Os keen 91 
iii 5-6 hens eeoaln eS As Tem adaea wie 62 
es iy Wen arb bg o Gk Re OREO E 39 
I sits wipe cama wees aman 26 
i I re mn Ce ne 31 
III 6 kde wees a Vienna ckeedutas 14 
Bassini with transplantation of cord............ 16 
Removal of atrophic testicle and closure canal.... 11 


II 5 cer 3S cas web aed eae ooo 39 
Others—Epigastric umbilical incisional and femoral 54 


I inks tesserae ees 1,048 


Because of 88 cases of bilateral inguinal hernia the 
total repairs in 960 cases is shown as 1,048 





TABLE IV. 
Post OPERATIVE CoMPLICATIONS (962 CasEs) 


Number Percentage 


Di ctcedncatcacinwetewewe 13 
OCR PINBIOIGE So 56k cick eases 12 
SN ic vad Puc ndnns end eape 47 
RRA EL eg eee 18 
Se eae ee ee ee z 


Pulmonary embolism (1) 
Coronary embolism (1) 


Total complications......... 89 9.2 
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TABLE V. 
HosPITALIZATION AND CONVALESCENCE (960 CasEs) 
Days 
Average period in hospital..................-. 32.07 
Average period of convalescence............... 31.73 
Average period total disability. ............... 63.80 


TaBLe VI. 
Resutts (Tora Series 1,078 Casss) 


==——_—_—— lllllleEE=S»==B==>™»o=—=~CE=™“l™U™DEBRQSNQOQSQQEPOQLQQSSS———————— 


Number Percentage 


43 
1,035 


4.0 
96.0 


OWUOIN. c,h Seis dnloss Sew dave 
No evidence of recurrence......... 


TaBLe VII. 


RELATIONSHIP: OF AGE AND NuMBER OF CASES WITH 
RECURRENCE AND RECURRENT Rate (43 Cass) 





Number Per- Rate 
Age in years of cases _ centage % 
Gere z 4.6 3.0 
SOE Co kgs tnk ba arene 20 46.5 3.7 
SEW Sc ivcedecceuatane 12 27.9 4.7 
Ae etc idee 6 13.9 7.2 
COVERS mo oo cd cameete woe 3 7.0 15.0 

TasBie VIII. 


INTERVAL BETWEEN TIME OF OPERATION AND TIME 
oF RECURRENCE (43 CasEs) 





Period in months Number of cases 
Ca BI oes 5 600 0s 5 Sass hckes 19 
SEMEL 5 iG acd cider aca Ok we Ria Ou OR uletate 18 
FOS ers 3 Sa et a A eet Canes 4 
EG eh iow ecco ews daatiaewlele wre Sake 2 
TaBLe IX. 
Type oF RECURRENCE (43 Casgs) 
Number 
Ri os sins cikdends causa Sana hee eeu 2 
Siri ot 60 0in'46 sevens Gelasiwent edie 2 
I I io 5 hk ad Deas danck ae Steaee a hed 12 
EIN 6d Sin does ctnwenppeeeeernes 11 
Not recorded (inguinal).................... 16 
TABLE X. 
RELATIONSHIP OF RECURRENCE AND ORIGINAL REPAIR 
(43 Casss) 
Per e 
Number Rate 
Epigastric—Layer repair........... 2 
Incisional—Layer repair............ 1 
—Fascia lata repair....... 1 
Inguinal :— 
Po iis SaeeR RAE er dah ane 12 2.3 
SES hari S'ais tra weds Cats Ren ae 6 3.9 
as Sived Oc ddatae Cary cor 4 4.4 
PN ie 6 sia WETS CORSE Use t 6.4 
SI WR ohn aa Oh 6 pe aeeKencrs 3 7.7 
Removal of sac only............. 5 16.1 
WRG PONG os oe 6 vc cece inwonces 5 
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inguinal hernia was ‘usually kept in bed for 16 
days following operation, whereas direct re- 
eurrent and bilateral inguinal hernias were 
usually kept in bed for 21 days. Convalescent 
time was spent at a camp where graduated re- 
habilitation exercises were a dominant feature. 
Six to eight weeks was. the usual convalescent 
period. Although this was the usual procedure 
there were instances where proper convalescence 
was not permitted, and in at least two instances 
a recurrence could definitely be attributed to 
this factor. 

As stated earlier in this paper, results of 
operation are based upon records and according- 
ly known in all cases dealt with (Table XIII). 
While there is the likelihood that certain men 
would find it to their advantage to neglect to 
report signs and symptoms of recurrence such 
instances are more than likely non-existent. 

Forty-three recurrences were noted in the 
entire group of 1,078 cases. Roughly a year 
had passed since the last group was submitted 
to operation, and in well over half the cases one 
and one-half to two years had elapsed at the 
time of this review. Moreover during the inter- 
val of 9 months between the time of review, and 
the time of writing careful observation at a base 
hospital has failed to reveal additional re- 
currences in this series. While there undoubted- 
ly will have been additional recurrences up to 
the time of writing the number will likely be 
small. The records would indicate that most 
recurrences occur during the first year following 
operation. 

In this group of 43 men with recurrence of 
their hernia there were 39 with an inguinal 
recurrence (Table XII). There was a recurrence 
following repair of incisional hernia in two in- 
stances and a recurrence following repair of 
epigastric hernia in two instances. Seven of 
these men were not considered suitable subjects 
for further repair because of concurrent dis- 
abilities, or improbability of successful repair. 
Thirty-five men submitted to further operation. 
Particular attention was given to the type of 
recurrence recorded. It is regrettable that in 
16 instances this had not been recorded. How- 
ever, of these 16 further operation was only done 
in 8. In all but 5 of the 43 recurrences, the 
original operation is known (Table X). The 
nature of the repair in the 35 men subjected to 
a second operation is recorded in Table XII. 
Unfortunately this was not recorded in 6 in- 
stances. 
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Of the 35 cases submitted to a second opera- 
tion, no evidence of recurrence is noted in 32 
instances after a period of one year. A further. 
recurrence was noted in three instances. Their 
ages were 41, 34 and 26 years. All three were 
inguinal in type—two indirect, and one direct. 
The second repair in each instance had been 
with fascia lata. 

At the time of this review the present status 
of all men in this series was known; 943 or 
86.5% were serving in a full capacity; 8 men 
were serving in a limited capacity by reason of 
recurrence, and no further repair while 3 men 
were retired from the service as unfit on account 
of hernia; 54 men were serving in a limited 
capacity because of other disabilities, while 62 
men had been retired from the service for various 
medical reasons other than hernia; 8 men in this 
series are no longer alive. Thus in the entire 


TaBLe XI. 
DisposaAL OF CASES WITH RECURRENCE (43 CasgEs) 
Number 
Further operation refused...................04- 1 
Further operation contraindicated............... 7 
IN 5s G0 Kya: 16 Wc Rend cde seieknces 35 
TaBLeE XII. 
OPERATIVE PROCEDURE IN CASES WITH RECURRENCE 
_ (35 CasEs) 





Epigastric: 
SON I SION hs cece ecnlcwas ba nwuen 1 
Fascia lata repair. ..... a bias pda are at Kia a NO 1 
Incisional: 
PON MG MO. 6 os. ccs oe icine iesadeesanee 1 
| re 1 
Inguinal: } 
ES, 5 ioe cs Wasa Soe ease caw ee 16 
NII 6 i:5 5 do kts osm nse da wade sad ee 1 
Ss Dia w'e vs Sle + 4,07k see aaa s 2 
IN ic ihacs kk Dp eee eed wR hs wink ads 1 
NE 5 Eh een sa oe adewie keane 1 
Silk repair—method not recorded.............. 4. 


RICE OL MOOOTESE .. oo ios. oS kee howneacde Ss 6 


Taste XIII. 


PRESENT STATUS ALL CASES 
(EntTIRE Serres 1,078 Cases) 


Serving in full capacity........... Seine aeauel 
Serving in a limited capacity for medical reasons 

other than a recurrence of hernia............. 
Serving in a limited capacity—further repair contra- 

ID hi ib et hic. dc bans We Suntan as 
Serving in a limited capacity—further repair refused 
Postoperative deaths 
TANG, OU BONGO BORTIOD «6.55 oo 5 o'e 5 is 0 So orice parece 
Retired from service—recurrence of hernia, further 

operation refused or considered inadvisable. ... 
Retired from service for medical reasons other than 
ON GEIS ose os Sos es ob cn ehade < 
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series of 1,078 men who submitted to surgical 
repair of their hernia surgery failed to achieve 
the desired result in 13 instances. 


Part II. 


During the period covered by this review 
86 recurrent inguinal hernias were dealt with 
by a further surgical repair; 35 of these had 
previously been repaired in Canadian military 
hospitals overseas and 51 had previously been 
repaired in hospitals in Canada at some time 
or other (Tables XIV to XVIII). 

It is noteworthy that in 39 instances the re- 
currence-was not noted until one year or more 
following the original operation (Table XV). 


TABLE XIV. 


RECURRENT INGUINAL HERNIA. AGE INCIDENCE 
(86 Cases) 


Age in years Number of cases Percentage 


DOGG UNG. os Se wiee ooes 2 2.2 

oe ere een oe ee eee 38 44.2 

eS er rey ee er _— * 33.7 

Rs 5 spi W eb fist bits 13 15.1 

Ce ed sere eee ees 4.6 
TABLE XV. 

Time BETWEEN ORIGINAL REPAIR AND RECURRENCE 
(86 Casss) 

II cc Sai ck wahoo eee Recaan coach oe 25 

ee ig al told ay er wack ue date c a kid Beall 22 

DS pi E uINRIPRUNI Os Oa ea en anc aed Soot od are 4 


PO Sere TINEIN  Oi8 ohana lesa eo ease 


C9 0 26 8 6.0 6 4 OE OW EC FO 6 OO C'S 66 0:66 6 6 6' WS & 





TasBLe XVI. 
Type oF RECURRENCE NorTep (86 CasEs) 
We 5 cx no x 2calucn cepa Reece 
NI goiter 5S dw gf ox's Veiga s WUE Radome eee 37 
Inguinal direct and indirect..................2000. 5 
EN 0 5 Sak Ke Gases Chai be ee 15 


TaBLE XVII. 
RECURRENT HERNIA—TyYPE OF Repair (86 Caszks) 


eee ee wwe wwe ee eee eee wee Oe Heer eee eee ee eee Oe 


eee ee eee eee eee eee were eee ee ee eereeeeeeeeee 


PINE 3 wiosa + <'pmeided Sietialn ck dk tee dees Ore ean 5 
INES ly lads seibegihie wide Ne RLS och OO a LA 36 
ING 5.65 oe in 6 Kb ev Oe dae bh eae ew ae 2 
NO oS vcd oa nec bd kOe Ub bey se eee seyeTs 1 
Bassini with transplantation. ..................06. 9 
Not recorded......... “sv E wantthal eee sing ote eeee 11 


TABLE XVIII. 


(86 CasEs) 
Number Percentage 
DGGE: <i eR OR es pee 7 8.1 
No evidence of recurrence........... 79 91.9 
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While this fact is based upon the individual 
soldier’s statements, it is quite probable that in 
a fair proportion of these men the recurrence 
was present at an earlier date than that stated. 


The type of repair previously done is not 
known, in the cases not dealt with in military 
hospitals overseas, and apparently no attempt 
to determine and record this was made at sub- 
sequent operation. Further repair was as re- 
corded in Table XVII below and is known in 
all but 11 cases. 


In the entire series of 86 eases further re- 
currence was noted in only seven instances. 


CONCLUSIONS 


The end results following operative repair of 
hernia in soldiers can be regarded as satis- 
factory, both in men being operated on for the 
first time, and in those with a recurrent hernia. 
An average recurrence rate of 4% in the former, 
and 8% in the latter compares favourably with 
that in civilian practice. 

The likelihood of a recurrence is definitely 
greater in the upper age groups. 

Direct and indirect recurrences in inguinal 
hernia would appear to occur equally frequent. 

It is difficult to say that any one type of 
repair can be most advantageously employed in 
a large number of cases, since the surgeons con- 
cerned were undoubtedly governed in their 
choice of repair by the state of the hernia and 
the state of the individual himself. Yet the 
incidence of recurrence following the Bassini 
method of repair, in 50% of the cases, was most 
favourable, while that following simple removal 
of the sac, in a small group of cases, seems 
unduly high. 

It is felt that the postoperative treatment, 
both in hospital and during convalescence is of 
the utmost importance. A: well balanced re- 
habilitation program has undoubtedly con- 
tributed toward a lowered recurrence rate. 


There is only a little over one ounce of calcium in 
20 gallons of sea-water, yet out of this low concentration 
shell-fish build their shells. 


CAWAD 
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GONORRHGAL IRIDO-CYCLITIS 
TREATED BY PENICILLIN* 


(With Report of a Case) 
By Squadron-Leader A. J. Elliot, R.C.A.F. 
Montreal 


HE number of published reports on the ad- 

ministration of penicillin in ophthalmology 
are few, since its clinical use has been mostly 
confined to very severe systemic - infections. 
Penicillin has been found to be remarkably ef- 
fective in the treatment of certain ophthalmic 
lesions where the use of chemotherapy and other 
methods have not proved successful. 

The first published report of its use in dis- 
eases of the eye was in 1941 when Abraham and 
associates! announced the successful application 
of penicillin drops in four cases. The first case 
was a recurrent corneal ulcer from which Staph. 
aureus was cultured. Frequent instillations of 
penicillin drops 1:2,500 were used successfully 
over an 8-day period. Three cases of con- 
junctival inflammatory conditions were also re- 
markably helped with the same therapy. 

An experimental study of the local application 
of penicillin was published in January, 1943, 
by Robson and Scott.2, These investigators in- 
jected a virulent strain of Staph. aureus into 
the corneas of rabbits. Controlled studies of 
untreated eyes were made. When treatment was 
started within 1 hour after the injection of the 
bacteria and continued hourly it was found that 
penicillin produced a markedly beneficial result 
in 14 out of 17 infected eyes. Of the control 
eyes, 16 of the 17 were severely affected. Under 
the same conditions the therapeutic value of 
sodium sulfacetamide, solubilized sulfathiazole 
and tyrothricin was compared with penicillin. 
Of the 4 therapeutic agents penicillin was found 
to be the most successful. The authors stated 
that the local use of penicillin was worthy of 
extensive and thorough clinical trials. 

The most extensive work on this subject has 
been done by Mann and reported by Florey? 
in March of 1943. Mann treated 46 cases of 
acute and chronic blepharitis, in 35 of which 
Staph. aureus had been obtained. The penicillin 
was applied in the form of an ointment which 
was made by dissolving the powder in distilled 
water and making it into a vaseline of 600 to 800 


*Read before the Montreal 


Medico-Chirurgical 
Society, Montreal, October 21, 1943. 
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units per gram. Clinical cures resulted in 37 
of the patients and pathogen-free cultures in 24 
of the eases. In 10 recurrent cases 7 were 
cleared up with persistent treatment. There 
were 18 cases of acute conjunctivitis in which 
bacteriological studies were made and in which 
penicillin was administered successfully as a 
vaseline or drops. One sulfapyridine-resistant 
ease of gonorrheal ophthalmia was cured in 2 
days using 1,200 units of penicillin per cubic 
centimetre of solution which was instilled hourly 
in the form of drops. Nineteen cases of chronic 
conjunctivitis were treated among which Staph. 
albus was most frequently cultured. With peni- 
cillin the average recovery period was 214 weeks. 
Six eases of dacryoeystitis were injected with a 
solution of penicillin, and of these there was a 
clinical cure in 3 cases, one of whom was a boy 
of 8 years who had had the complaint since birth. 


Sallmann‘ has recently reported favourably 
on the administration of penicillin by ionto- 
phoresis in cases of severe intraocular infection. 
He injected various types of pneumococci into 
the eyes of rabbits and found that intensive 
treatment with sodium sulfadiazine did not stop 
the infection, while local treatment with peni- 
cillin usually checked the intraocular infection. 
He also noted that the concentration of penicillin 
in the aqueous humor was highest when it was 
applied by iontophoresis than by other methods. 


CASE REPORT 


H.L., a tractor driver in the R.C.A.F., aged 28, was 
admitted to the station hospital on August 16, 1943, 
complaining of a-constant pain in the left instep. 
His oral temperature was 102° F. A diagnosis of 
acute gonorrheal urethritis and secondary gonorrheal 
arthritis was made. Large doses of sulfadiazine were 
administered orally until August 27, when it was dis- 
continued because of the appearance of casts in the 
urine. 

On August 21, the right eye became slightly red 
and the vision began to decrease steadily. He was 
first seen in eye consultation on August 30, when he 
was complaining of only a moderate amount of pain 
in the right eye. He stated that at no time since the 
onset of his illness had there been pus present in 
the right eye and that the secretion had always been 
watery. 

Examination of the right eye showed that the 
vision was reduced to hand motion at 2 feet. There 
was moderate circumcorneal injection with very little 
inflammatory reaction of the bulbar and tarsal con- 
junctiva. The anterior chamber was of normal depth. 
The pupil was markedly constricted and it was oc- 
cluded with a plastic exudate. The iris was bound 
down by posterior synechie. The fundus was not 
visible with the ophthalmoscope and no retinal reflex 
was obtained. A diagnosis of gonorrheal plastic 
irido-cyclitis, right eye, was made. 

The vision in the left eye was 20/15 and there 
was no ocular disease present. 


An attempt was made to break down the posterior 
synechie by a subconjunctival injection of the follow- 
ing solution: adrenaline 1:4,000, minims ii, cocaine 
hydrochloride 4%, minims ii, atropine sulphate 3%, 
minims ii. However, the pupil could not be dilated. 
On August 31 the patient was given a 3-minute treat- 
ment with 500 units of penicillin by iontophoresis. A 
cathode tube was placed on the anesthetized cornea 
and the sodium penicillin solution impregnated a cot- 
ton pledget at the base of the tube. The anode was 
placed on the arm. Two milliampéres of current were 
used from a galvanic machine. The iontophoresis 
treatment was increased to 5 minutes on September 1, 
and this was repeated on September 2, 3, and 4. From 
August 1 to September 4, the patient was given a con- 
tinuous intravenous injection of penicillin at the rate 
of 15,000 units each 3 hours. He was treated con- 
currently with drops of atropine sulphate 3% and 
warm compresses to the eye 3 times a day. All peni- 
cillin treatment was discontinued on September 4. 


At the end of 48 hours after the commencement of 
penicillin therapy it was noted that the pupil was 
irregularly and partially dilated but that many pos- 
terior synechie remained. The pupil continued to 
dilate on succeeding days and on September 6 it was 
completely and regularly dilated. The deposits on the 
anterior capsule of the lens gradually absorbed until 
there were only traces at the site of the original 
posterior synechie. 


The vision improved remarkably with the partial 
dilation of' the pupil at the end of the second day’s 
treatment. On September 6 the vision in the right 
eye was 20/30 with myopic correction of —1.50 sph. 
-.75 cyl x 165°. The retina was visible at this time 
and although it appeared slightly hazy no abnor- 
malities were noted. On September 8 the vision was 
20/25 and the myopia was less in amount, and by 
September 13 it was 20/15 with a —1.00 cyl x 15°, 
at which time the eye was white and there were no 
ocular complaints present. 


CoMMENT 


It is noteworthy that the gonorrheal arthritis 
did not respond to the penicillin therapy in spite 
of the large amount of penicillin which was 
given intravenously. This is in keeping with 
the general principle that penicillin given sys- 
temically does not pass freely into joint cavities. 
It is probable that the mode of administration 
of the penicillin to the eye by iontophoresis may 
be responsible for the satisfactory result in the 
intraocular gonorrheal infection in this case. 

Penicillin is undoubtedly the newest powerful 
weapon available for use in ophthalmic inflam- 
matory conditions, The exact place it will have 
in ophthalmic therapeutic procedures can not 
be determined at the present time but it gives 
promise of occupying an important rdéle. 


The author wishes to acknowledge the generosity 
of Dr. J. A. MacMillan, Dr. Norman Brown and Miss 
K. Oulton, McGill University for supplying the ionto- 
phoresis apparatus and for their assistance during the 
treatment. The author also wishes to thank the 
National Research Council for the penicillin supplied 
through Dr. Philip Greey, Banting Institute, Univer- 
sity of Toronto. 
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CARCINOID TUMOUR OF THE ILEUM 
WITH METASTASES IN THE 
MESENTERIC LYMPH NODES 


By William Oliver Stevenson, M.B., F.R.C.S.(C) 
and Allan J. Blanchard 


Hamilton, Ont. 


ARCINOID tumours of the ileum were first 

described by Lubarsch in 1888. He noted 
the striking histological and clinical differences 
between these tumours and the adenocarcinomata 
found elsewhere in the gastro-intestinal tract, 
but, in spite of this, he referred to his cases as 
‘‘primary carcinomata’’ of the ileum. Between 
1888 and 1890 numerous additional cases of such 
primary epithelial tumours arising in the ileum 
and appendix were reported and the general 
features came to be well recognized. In a few 
cases, metastases were found in the mesenteric 
lymph nodes and liver. 

The origin of the tumour was the subject of 
much discussion. By some they were considered 
to be endotheliomata, by others as tumours re- 
lated to basal cell carcinomata of the skin, by 
others as tumours arising from pancreatic em- 
bryonal rests. The name ‘‘carcinoid’’ was 
introduced by Oberndorfer in 1907 to emphasize 
their distinction from carcinomata and their 
harmless nature. In 1914 Gosset and Masson, 
in a study of the chromaffin or Kultschitzky 
cells of the intestinal tract, by means of silver 
impregnation methods, were able to demonstrate 
the presence of silver-staining granules in the 
cytoplasm of the chromaffin cells. They applied 
similar methods to the carcinoid tumours and 
demonstrated similar cytological characteristics. 

The view is now held by most authorities that 
carcinoid tumours are derived from the chro- 
maffin or Kultschitzky cells, and, on account of 
their silver-staining properties, they are known 
as argentaffinomata. The Kultschitzky cells 


have been found scattered throughout the 
mucosa of the gastro-intestinal tract, including 
the gall bladder and the ducts of the pancreas. 
As might be expected, tumours arising from 
them may be found in a similar distribution. 
They are found most commonly in the appendix, 
but lesser numbers are encountered in the ileum, 
and rare cases have been described taking origin 
in the colon, stomach and gall bladder. 

Argentaffinomata are usually regarded as 
benign and of local growth. However, increas- 
ing numbers of cases have been reported where 
the tumours have exhibited malignant proper- 
ties by producing metastases. Porter and 
Whelan in 1939 succeeded in raising to 67 the 
total number of metastasizing argentaffinomata. 
In most cases the metastases were to the 
mesentery or mesenteric lymph glands, but some 
had produced secondaries in the liver, pleura, 
diaphragm, bone marrow and testicle. 

In 1940, in the Hamilton General Hospital, 
we encountered a case of primary argentaffinoma 
or carcinoid tumour of the ileum producing 
metastases in the mesenteric lymph nodes. A 
description of this case follows. 


CASE REPORT 


Clinical history.—This man was a farmer, aged 40, 
who presented himself in June, 1940, with a history of 
crampy pains in the abdomen referred to the umbilicus. 
He stated that he had to take a mild laxative once a 
week, something he had never done before. The physical 
examination was essentially negative. A gastro-intestinal 
series was negative. In July the attacks of colicky pain 
had become more constant and were noticeable a few 
hours after a heavy meal. An occasional attack of 
vomiting took place at this time and his constipation 
became more marked. At this time diagnosis was made 
of subacute intestinal obstruction, and an operation was 
advised. Being a farmer, however, he had to get in 
his hay crop in July, his grain crop in August; thresh- 
ing had to be done in September, and some ploughing. 
Consequently he did not return till October, having lost 
25 pounds in weight and living on very soft diet. 

In October, 1940, the abdomen was opened through 
a left rectus incision and the site of the obstruction 
was found to be in the lower third of the ileum. Re- 
section of the small bowel was done, removing a wedge- 
shaped portion of the mesentery to remove the glands 
at its base. No other glands in the aortic group were 
felt to be enlarged and there were no metastases in the 
liver. The patient left hospital on the 16th day and 
had regained his weight within two months. Three 
years after this operation, he is still in good health. 

Pathological report.—The specimen consisted of a 
portion of the ileum measuring 50 em. in length attached 
to a V-shaped wedge of mesentery, measuring approxi- 
mately 15 cm. Near the mid-portion of the resected 
bowel, near the attachment of the mesentery, there was 
a puckering of the bowel wall. This region was very 
firm and there seemed to be an irregular tumour mass 
within the lumen of the bowel. The bowel wall proximal 
to this obstructing growth was markedly thickened and 
dilated, while that which was distal was thin-walled and 
collapsed. On opening the lumen of the bowel a sessile 
ulcerated tumour is found corresponding in location to 
the area of puckering noticed on the serosal surface 
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of the bowel wall. This tumour measured 1.5 cm. in 
diameter and had so puckered the bowel wall that it 
projected approximately 1 cm. into the lumen of the 
bowel. It was of moderately firm consistency, and the 
cut surface showed a uniform, pale yellowish colour. 
The attached mesentery contained four enlarged 
lymph glands, of rather firm consistency, measuring up 
to 1.5 em. in diameter. The cut surface bulged and 
had a pale yellowish colour. 
Microscopic examination.—Sections of the tumour 
showed the lining mucosa over the central portion to be 
completely ulcerated. The submucosa in this part, and 
in the more peripheral portions which were covered with 
mucous membrane were infiltrated with irregular nests 
of small, round, pale-staining cells with eccentrically 
placed, darker staining nuclei. These cells showed a 
very marked uniformity throughout the tumour and were 


seen to be invading the muscular coats by growing be- - 


tween the muscle fibres, without destroying any of the 
surrounding tissue. 

Sections through the lymph glands showed the entire 
lymph gland structures to be replaced by irregular 
masses of cells which were essentially similar to those 
described in the primary tumour. This represents a 
carcinoid tumour of the ileum with secondary metastases 
to the regional lymph nodes. These tumours bear a close 
relationship to the carcinoid tumours of the appendix 
‘and are generally believed to be of low malignancy, 
although they may spread to adjacent glands and organs. 


Pathological, diagnosis.—Carcinoid tumour of ileum 
with metastases. 


From the clinical viewpoint, this case ex- 
hibited a subacute intestinal obstruction. These 
tumours all grow in a typical manner, project- 
ing into the bowel as a rounded mass from one 
point on the wall. At the same time they grow 
into the mesentery with marked fibrous tissue 
formation. As the result of contraction of this 
fibrous stroma, a peculiar ‘‘kinking’’ deformity 
is produced which leads to the intestinal ob- 
struction. This gross characteristic is in marked 
contrast to the annular constriction seen in most 
adenocarcinomata and may be a useful differen- 
tiating feature at the time of laparotomy. The 
yellow colour of the tumours is also character- 
istic. 

Histologically, these tumours are composed of 
irregular masses and cords of polyhedral epi- 
thelial cells surrounded by a dense fibrous tissue 
stroma. A comparison of the histological fea- 
tures in cases exhibiting metastases and those 
remaining as local tumours reveals no essential 
difference, so that the opinion is reached that 
all argentaffinomata have the potential power of 
metastasizing. However, the benign clinical 
course of this case and that of many others re- 
ported in the literature, indicate that the degree 
of malignancy must be low. Many of these 
patients have remained alive and well for years 
after the incomplete removal of the secondary 
tumours. Accordingly, the prognosis in a case 
where metastases are present is immeasurably 
more favourable than in one where the metastases 


are derived from a primary adenocarcinoma. 
This fact emphasizes the value of careful his- 
tological study of all such eases. 


Medical Arts Bldg. 








Case Report 
PRIMARY OVARIAN PREGNANCY 
By E. Kirk Lyon, M.B., F.A.C5. 


Leamington, Ont. 


Ovarian pregnancy has been mentioned in 
medical literature for almost two hundred and 
fifty years, Maurice’ claiming the first reported 
ease in 1682. In 1941 Curtis? stated that of 
nearly 100 cases of primary ovarian pregnancy 
recorded in the literature, only approximately 
60 are authentic instances of primary ovarian 
gestation. Eckerson,’® reporting on 339 cases of 
ectopic pregnancy found only one case of true 
ovarian pregnancy, an incidence of 0.2%, and 
Hyams,‘ reviewing 187 patients operated on for 
ectopic gestation, found two cases of ovarian 
pregnancy, an incidence of 1.06%. Considering 
the low incidence of extra-uterine pregnancy to 
intra-uterine pregnancy and keeping in mind the 
infrequeney with which true ovarian pregnancy 
occurs in all extra-uterine pregnancies, the in- 
cidence of true ovarian gestation must indeed 
be very low. 

The criteria formulated by Spiegelberg in 
1878 necessary for a diagnosis of primary 
ovarian pregnancy have not been appreciably 
modified in the intervening years. He stated 
that: (1) the tube on the affected side must be 
intact and separate from the ovary; (2) the 
gestation sac must occupy the position of the 
ovary; (3) the sac must be connected with the 
uterus by the ovarian ligament; (4) ovarian 
tissue must be demonstrable in the wall of the 
sac. 

The following case, I believe, fulfils the above 
criteria. 


Mrs. J. G., aged 32, presented herself on July 29, 
1943, complaining of vaginal bleeding of ten days’ 
duration. Her previous menstrual periods had oc- 
cured at twenty-one day intervals with a moderate 
flow of five days’ duration unaccompanied by pain. 
The last regular period had begun: on June 22 and 
ended on June 30, the flow lasting eight days instead 
of the customary five. There were no further symp- 


toms until July 19 when she again began to have 
vaginal bleeding, moderate in amount and not ac- 
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companied by any pain or discomfort. This bleeding 
continued until she sought advice on July 29. 

The past history was irrelevant, except for re- 
peated attacks of psoriasis. She had had one preg- 
nancy which terminated with a living healthy child 
five years ago. 

Physical examination revealed a thin young woman 
who did not appear acutely ill. A moderate pallor 
was present. The heart and lungs were normal, blood 
pressure 104/68, pulse 70, temperature 98°. The 
breasts were normal and did not exhibit any signs 
of pregnancy. The abdomen was scaphoid, not tender 
and no masses were palpable. Vaginal examination 
revealed a thin, dark, bloody discharge. The cervix 
was firm and contained numerous small cysts. The 
uterine body was small, anteverted, normal in contour 
and not tender. No masses were palpable in either 
tubal region and the ovaries, which were easily felt, 
seemed equal in size and not tender. A catheter 
specimen of urine was negative for sugar and albumin 
and showed three pus cells per high power field. 
Hemoglobin was 72%, red blood cells 3,000,000. 

Owing to the lack of physical findings, it was de- 
cided to observe the patient further and she was 
placed on iron therapy in an attempt to correct the 
anemia and instructed to report again in a week’s 
time. 

She again presented herself on August 2, still com- 
plaining of vaginal bleeding and as there were no 
further demonstrable physical findings it was felt 
advisable to do an intra-uterine exploration and obtain 
an endometrial biopsy. Consequently on August 3, 
under sodium pentothal intravenous anesthesia, the 
patient was carefully examined bimanually without 
adding further to our knowledge of the diagnosis. 
At this time the cervix was dilated and a biopsy of 
the endometrium taken. This biopsy was submitted 
to the pathological laboratory and the sections were 
described as showing a ‘‘ premenstrual endometrium’’. 

A tentative diagnosis of ‘‘functional bleeding’’ on 
a disturbed endocrine basis was made and the patient 
was discharged from hospital and placed on 200 units 
of A.P.L. intramuscularly every second day. She con- 
tinued to have vaginal bleeding, using two to three 
pads daily until August 24 when she experienced a 
rather sharp pain in the lower abdomen for the first 
time during her illness. Vaginal examination at this 
time revealed the bleeding to be of a brighter red 
colour than previously. The cervix and body of the 
uterus were tender and a mass about 4 cm. in diameter 
was now palpable to the right of and posterior to the 
body of the uterus. This mass was tender. Colpo- 
puncture was not done. The hemoglobin at this time 
was 72%, red blood cells 2,700,000, and white blood 
cells 5,300. A diagnosis of ectopic pregnancy was 
made and laparotomy advised. 

At operation the following day, under spinal anes- 
thesia (nupercaine 1-1,500, 12 ¢.c.) a lower midline 
incision was made and the abdomen opened. Approxi- 
mately three ounces of blood-tinged fluid was found 
in the pelvic cavity. The uterus was small, bluish in 
colour and anteverted. The left tube and ovary were 
normal in appearance. The right tube was normal 
in size and colour and the fimbriated end was free. 
Lying posterior to the uterus and adherent to the pos- 
terior leaf of the broad ligament and the right utero- 
sacral ligament a mass was found in the right ovary 
6 em. in diameter. The base of this mass showed a 
small amount of normal appearing ovarian tissue 1 em. 
in width. Overlying this was an area of yellowish- 
coloured tissue which appeared to be corpus luteum. 
The balance of the mass which was about 4 cm. in 
diameter was bluish in colour and appeared to be a 
large hematoma. The whole mass was freed from the 
broad ligament and the utero-sacral ligament and was 
resected through the normal appearing ovarian tissue, 
leaving as much of this as possible. The right tube 
was not removed. The raw area of ovarian tissue was 
oversewn with No. 00 plain catgut. The appendix was 


removed and the abdomen closed without drainage. 





The convalescence was entirely uneventful and the 
patient was discharged from hospital on the tenth post- 
operative day. ; ; 

Pathological report.—Gross specimen: The specimen 
consisted of a mass of tissue, 4 x 3 x 3 cm. It was 
moderately firm in consistency. On incising the mass 
it was found to consist of an outer shell whose walls 
were 0.5 cm. in thickness, surrounding a cavity 
covered by a grey lining membrane and containing a 
fetus 1 cm. in length. The base of the resected mass 
was yellow in colour and appeared like a corpus 
luteum. 

Microscopic findings: Sections showed ovarian tis- 
sue. In one region was a portion of a large corpus 
luteum. Elsewhere were clusters of well preserved 
chorionic villi surrounded by abundant blood clot 
which occupied the greater part of the sections. 

Diagnosis: Ovarian pregnancy. 


I believe there can be no doubt in the above 
cited case, considering the fact that the fetus 
was found intact imbedded in a sae surrounded 
by ovarian tissue that this was a case of primary 
ovarian pregnancy. 


I wish to express to Dr. Wm. Magner, Pathologist 
of St. Michael’s Hospital, Toronto, my sincere appreci- 
ation for his opinion on the microscopic sections of 
this specimen. 
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Special Articles 


‘CERTIFICATION OF SPECIALISTS 
IN CANADA 


By F. S. Patch, MD., F.B.C.S.(C) 


President of the Royal College of Physicians 
and Surgeons of Canada 


Montreal 


Recent discussion on measures of Health In- 
surance has brought to the fore the question of 
specialists and their réle in the scheme of things 
to be. In federal and provincial governmental 
circles, the matter has taken on an increased 
importance, and the designation and certification 
of specialists have become a very necessary 
procedure, 


HISTORICAL SUMMARY 


A brief history of certification of specialists 
and a résumé of the present situation are 
deemed both desirable and timely. 

A specialist has been defined as ‘‘one who 
devotes himself to a particular branch of a pro- 
fession, science or art; one who has a special 
knowledge of some particular subject’’. 
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There have been specialists in medicine since 
the dawn of medical history. In spite of this 
ancient lineage however, it was not until the 
turn of the last century, that specialism began 
to reach its present state of development, Due 
to the extraordinary expansion which has taken 
place in the last 30 to 40 years and the in- 
creasing complexity of the art and science of 
medicine the development of specialism has 
been an inevitable sequel and specialism is now 
regarded as a normal method of practice. 


Unfortunately, the lure of increased rewards 
from specialist practice caused the pendulum to 
swing too far. The role of specialist was not 
infrequently assumed without adequate train- 
ing or demonstrated competence. This led to 
a movement for the development of a mechanism 
by which the real and competent specialist could 
be distinguished from the self-styled variety. 
There followed soon a planned effort to formu- 
late standards, and to set up bodies to supervise 
the training and test the competence of spe- 
cialists, and to designate as specialists such as 
are entitled to the designation. 

Certification of specialists in the United 
States.—The first specialist board formed on 
this continent was the American Board of 
Ophthalmology, organized in 1916. Boards 
were formed in Otolaryngology in 1924, in Ob- 
stetrics and Gynecology in 1930, and in Derma- 
tology and Syphilology in 1932. 

Organized quite independently of each other, 
it was soon realized that there was a need for 
a national and uniform standard governing all 
branches of medical practice. In 1933 the 
American Medical Association authorized its 
Council on Medical Education and Hospitals to 
formulate these standards and give official ap- 
proval to such certifying boards as would meet 
the requirements. 

Simultaneously, an Advisory Board for Medi- 
cal Specialties was organized to ‘‘co-ordinate 
graduate education and certification of medical 
specialists in the United States and Canada’’. 
This Board acts in an advisory capacity to 
certifying Boards and functions in close co- 
operation with the Council on Medical Eduea- 
tion and Hospitals of the American Medical 
Association. Applications for official recognition 
of special examining Boards are referred to the 
Council through the Advisory Board for Medical 
Specialties. 

Since these bodies were formed, Boards have 
been approved in eleven other specialties, Peedi- 
atrics, 1933, Psychiatry and Neurology in 1934, 
Orthopedic Surgery, 1934, Radiology, 1934, 
Urology, 1934, Internal Medicine, 1936, Path- 
ology, 1936, Surgery, 1937, Anesthesiology, 
1938, Plastic Surgery, 1937, and Neurological 
Surgery, 1940. The proportions to which the 
practice of certification has grown may be 
gathered from the fact that 23,277 certificates 
had been issued up to March 20, 1944. 
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The tendeney to subdivide specialism too 
minutely has been checked by the designation 
of certain specialties as sub-specialties, which 
require prior certification in a major and basic 
specialty. For instanee, the American Board 
of Internal Medicine certifies specialists in 
Allergy, Cardiovascular disease, Gastro-Entero- 
logy and Tuberculosis, and the American Board 
of Surgery certifies specialists in Proctology. 
In both eases prior certification is required in 
Internal Medicine and Surgery respectively. 

Although the Advisory Board for Medical 
Specialties expressly provided for the certifica- 
tion of specialists in Canada, no provision was 
made .for representation of Canadian specialists 
as such, except indirectly through the specialist 
societies which have Canadian membership. 

Certification in Canada. — The movement 
across the border did not pass unnoticed in 
Canada, and in 1934, the Council of the Cana- 
dian Medical Association, in response to requests 
from various sources, appointed a committee to 
study the question. At the same time, the 
Council of the Royal College appointed a study 
committee. Both committees concluded that it 
was desirable that certification be controlled by 
a national organization, in order that uniform 
standards of qualification might be set up for 
all specialties in Canada. It was also coneluded 
that the Medical Council of Canada was the 
logical body to undertake the work. <Accord- 
ingly in 1935 a request was forwarded to that 
body. After studying the suggestion, the Medi- 
eal Council announced that it could not under- 
take the responsibility. Subsequently, in 
October, 1936, the Royal College was invited by 
the Canadian Medical Association to act as the 
supervising body in the matter of certification 
and in June, 1937, the Royal College formally 
accepted the responsibility. An amendment by 
the Dominion Parliament to the Charter of the 
College, which it was found necessary to secure, 
was obtained in 1939. 

The Royal College proceeded rather cautiously 
and at the outset approved only six specialties 
for certification, Radiology, Ophthalmology, 
Otolaryngology, Dermatology and Syphilology, 
Pediatries, and Urology. At this time it was 
decided that for Internal Medicine and General 
Surgery the proper qualification was the Fel- 
lowship of the College. Recently however, many 
cireumstanees have arisen to make it desirable 
to extend certification to these main branches 
of Medicine and Surgery, and in 1943 the 
Royal College Council formally approved these 
branches for specialist certification. 

At the same time Obstetrics and/or Gyne- 
cology was approved for certification. More 
recently Neurology and/or Psychiatry, and 
Orthopedic Surgery have been added to the 
list. 

The control of certification is vested in the 
Council of the College acting through commit- 
tees set up in each specialty. These Committees 
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are widely representative of the profession. 
Their membership is not limited to Fellows of 
the College though it is stipulated that one 
member, preferably the Chairman, shall be a 
Fellow of the College, In those specialties in 
which a Canadian national organization exists 
care is taken to secure a harmonious relationship 
by permitting the organization the right to 
nominate the Committee. 

Ultimately, certification will be by examina- 
tion. 

The qualifications for certification have been 
stated in general terms, thus: 

The candidate shall possess the following 
qualifications : 


(a) Satisfactory moral and ethical standing 
in the medical profession. 

(b) Graduation from a medical school ap- 
proved by Council. 


(c) A general internship of at least one year 
in a hospital approved by Council. 
(d) Study and special training in the spe- 
cialty in which the certification is desired 
of not less than two years, in a hospital 
approved by Council. 
Knowledge of the basic medical sciences 
necessary to the proper understanding of 
the specialty in which certification is 
desired. 
The course of the graduate training shall 
include, depending on the specialty to be 
practised, an adequate period of instrue- 
tion in Internal Medicine or General 
Surgery. 
Study and/or practice in a specialty in 
which certification is required for a 
further period of two years. 


At the outset, however, it has been thought 
wise to provide certification without examina- 
tion to those who have practised a specialty for 
at least five years, and who are considered by 
the Council of the College to be proper recipi- 
ents of the certificate of qualification in their 
respective specialties. 

To the present date, certificates have been 
issued without examination to specialists in 
seven specialties: Anesthesia, Dermatology and 
Syphilology, Obstetrics and/or Gynecology, 
Otolaryngology, Pediatrics, Diagnostic and/or 
Therapeutic Radiology, and Urology. 

In order that all registered medical practi- 
tioners in Canada who have practised any one 
of the specialties so far approved for certifica- 
tion for a period of not less than five years, may 
have the opportunity of applying for certifica- 
tion without an examination, a cireular letter 
which contains full information concerning 
certification is being sent to each registered prac- 
titioner in Canada. Those who are eligible and 
desire to secure certification by the College with- 
out examination are asked to complete the ap- 
plication form enclosed with the cireular letter, 
and return to the Honorary Secretary of the 
Royal College in Ottawa. 


(e) 


(f) 


(g) 
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It is hoped that applications may be. com- 
pleted and forwarded to the College on or be- 
fore September 30 of this year. Immediately 
on receipt of the applications they will be re- 
ferred to the appropriate specialist committee 
for consideration. Should certification be reeom- 
mended by the Committee and approved by the 
Council, a certificate will be issued on payment 
of the prescribed fee of twenty-five dollars. 

Criticism that has been expressed in a few 
quarters over the cost of certification warrants 
some explanation. 

It is obvious that certification cannot be 
carried out without some financial outlay by the 
College. The cost of administration will be con- 
siderable, even if the officers of the College 
continue to give their services gratuitously. In 
the future when certification will be by examina- 
tion, the cost will be greatly increased. It is 
therefore necessary that funds be available 
to administer the project of certification for 
which the College has assumed responsibility. 
It should be pointed out that the fees charged 
by American Boards are without exception much 
larger than those exacted by the Royal College, 
and the American Boards have the additional 
pecuniary advantage resulting from much larger 
memberships. 

The principle has been established by the 
College that multiple certification may be 
granted to a candidate who possesses adequate 
qualifications in more than one specialty. The 
need for this arose from the fact that many 
Canadian specialists customarily practise both 
Ophthalmology and Otolaryngology. If such 
individuals satisfy thé requirements for both 
specialties, they are granted two certificates. 
Similarly there may be a combination in one 
certificate as in Diagnostic and Therapeutic 
Radiology, Obstetrics and Gynecology, and 
Neurology and Psychiatry. 

So far, the College has not insisted upon a 
limitation of practice to the specialty in which 
the certificate is issued. Some of the American 
Boards demand that those certified shall limit 
their practice exclusively to the field in. which 


-they are certified, under penalty of revocation 


of the certificate. 

The Royal College holds the view that its 
primary concern is with the qualifications of 
specialists. In all probability these qualifica- 
tions constitute the main interest of the general 
public. It would be wrong if certification im- 
plied the establishment of a small group of self- 
interested persons in each specialty, protecting 
themselves from competition. 

The College register of certified specialists 
will enable governments; institutions and the 
public generally to recognize those who are 
competent specialists, 

Not the least advantage of certification will 
be found in the raising of the standards of 
training and qualification of specialists, and the 
maintenance of these standards at a uniformly. 
high level across the Dominion. 
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The fear has been expressed that men and 
women now serving in the medical services of 
the armed forees will be overlooked, and that 
their claims to special training will be disre- 
garded. On the contrary the value of the 
special training they have obtained in the medi- 
eal services of the armed forces will be given 
every consideration. 

It is unlikely that certification by examination 
will be put into effect until after demobilization. 
The government scheme of rehabilitation of 
medical officers which is now being planned, will 
make it possible with the active co-operation of 
medical schools, and the establishment of resi- 
dencies and assistant residencies in the larger 
hospitals of Canada, for medical officers to 
pursue special training to fit them to take the 
examinations for special certification in their 
chosen specialty. Detailed requirements for 
these examinations are now being drawn up and 
will shortly be made public. 


THE CHALLENGE OF ARTHRITIS* 
By Henry P. Wright, M.D., F.R.C.P.(C) 


Montreal 


An article in the November, 1943, number of 
The Reader’s Digest, by Paul de Kruif, entitled 
‘‘Hope for the Victims of Arthritis’’, even if 


over-enthusiastic therapeutically, has stimulated 
a wave of public interest in a chronic disease 
which has been responsible for much suffering 
and disability in man over the ages. 

Tuberculosis is a disease which we are organ- 
ized to combat, but to the public and the 
majority of general practitioners many forms 
of arthritis are still shrouded in a medieval 
cloak of ignorance and superstition. 

A recent survey under the auspices of the 
United States Public Health Service revealed 
that ‘‘rheumatism’’ affeets, in any one year, a 
greater number of persons than heart dis- 
ease or arteriosclerosis. The number of per- 
sons disabled by arthritic disorders during 
each year exceeds those affected by diabetes in 
a ratio of nearly ten to one, tuberculosis ten to 
one, cancer and tumours seven to one. From 
the point of view of days lost from work arthri- 


tis surpasses injury from accidents. In England, | 


arthritis causes one-sixth of the total industrial 
disability, and one-sixteenth of all money paid 
out by England for pensionable invalidity is 
devoted to arthritis. 

Arthritis occurs in a number of different 
forms depending on various etiological agents. 
The classification of arthritis would be much 


* In subsequent numbers of the Journal it is proposed 
to publish, by the same author, further special articles 
on ‘‘Rheumatoid arthritis’’, ‘‘Osteo-arthritis’’, and 
“*Gout’’. 

From the Department of Medicine, Royal Victoria 
Hospital, Montreal. 
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simpler if the etiology of the various types were 
known. Unfortunately in the majority of cases 
this has not been determined. Roughly speak- 
ing, the majority of cases fall into one or an- 
other of the following groups: 

1. Infectious arthritis of proved etiology, e.g., 
pneumococcic, meningococcic, gonococcic, strep- 
tococcic, staphylococcic, tuberculous, syphilitic. 

2. Probably infectious arthritis, etiology un- 
known, e.g., rheumatic fever and rheumatoid 
arthritis. Rheumatoid arthritis is probably a 
chronic infectious disease, and under this head- 
ing should be included such clinical variants as 
Still’s disease, Felty’s disease, and atrophic 
arthritis of the spine (Marie-Striimpell disease). 

3. Osteo-arthritis, or degenerative joint dis- 
ease. This is generally recognized as a degenera- 
tive process which involves both the cartilage and 
the adjacent bone, and the general impression 
is that the above-mentioned changes result from 
prolonged or oft-repeated trauma. This disease 
is most commonly encountered in over-weight 
middle-aged or senescent persons, and Heber- 
den’s nodes are pathognomonic of the syndrome. 
Among the rich it seems to cause more disability 
than in the poor, and the sine qui non of suc- 
cessful treatment is a reducing diet with judici- 
ous exercise, rest periods and a brave combative 
spirit. 

4. Gout. 

5. Arthritis due to direct trauma. 

6. New growths of joints. 

7. Hydrarthrosis. 

8. Perwarticular fibrositis, 

9. Diseases in which arthritis, arthropathy or 
arthralgia is frequently associated as a symptom, 
Acromegaly,. allergic states, acute disseminated 
lupus erythematosus, cyst of meniscus of knee, 
dermatomyositis, drug intoxication, erythema 
multiforme exudativum, erythema nodosum, 
hemophilia, hysteria, ochronosis, osteo-chrondri- 
tis disseeans, osteo-chondromatosis, periarteritis 
nodosa, psoriasis, purpura, Raynaud’s disease, 
Reiter’s disease, scleroderma, serum sickness. 

It is readily recognized therefore that there 
are numerous forms of arthritis, many of which 
ean be cured and the majority improved. More 
research will probably result in finding the cause 
of rheumatoid arthritis, and even today the dif- 
ferentiation between rheumatoid arthritis, osteo- 
arthritis and gout can usually be made by careful 
clinical history, physical examination and labora- 
tory investigation. Consequently there is no 
justification for the apathetic attitude towards 
this matter so often adopted by the busy prac- 
titioner. Arthritis is at present a neglected dis- 
ease and, naturally, offers a rich field for the 
various quacks and charlatans. But the knowl- 
edge at hand is sufficient to help and even cure 
many patients, and an attempt will be made to 
summarize this knowledge to the benefit of those 
suffering from the disease and, indirectly, to 
the advantage of the medical practitioner, for 
stimulation of interest in the general practi- 
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tioner is the first line of attack against the 
disease. 


A SCHEME FOR DEALING WITH ARTHRITIS 


To do this implies the establishment of organ- 
ized special clinics, particularly in all teaching 
hospitals. These clinics should preferably be a 
sub-department of Internal Medicine, and in 
eharge of a physician with whom would be 
closely associated an orthopedist to assume re- 
sponsibility for the prevention and correction of 
postural abnormalities and perform the neces- 
sary orthopedic surgery. 

A modern physiotherapy department is also 
very important. 

Consultants in all fields should be available, 
but especially in oto-laryngology, dentistry, 
gynecology, urology, bacteriology, pathology, 
roentgenology and psychiatry. 

In addition, nurses, social service workers and 
laboratory technicians will be needed and, if 
possible, there should be provision for one or 
more research fellows. 


A laymen’s committee should be organized, 
composed of citizens including cured arthrities 
and their relatives. Such a committee would 
provide volunteer workers and be helpful in 
disseminating knowledge and raising necessary 
funds. 


The effective work of the International League 
for the Study and Control of Rheumatic Disease 
has publicized the importance of rheumatic dis- 
eases abroad, and in Great Britain and other 
European countries a very considerable amount 
of attention is being directed to the arthritides. 
This interest has been spreading to North 
America. In 1928, the American Committee for 
the Control of Rheumatism held its first meet- 
ing, and in 1933, through the efforts of this 
Committee, the American Rheumatism Associa- 
tion was formed for the specific purpose of pro- 
mulgating ideas amongst professionally qualified 
students. In 1936, the Canadian Rheumatic 
Disease Association was set up. 


Of necessity, the exigencies of war have les- 
sened the activities of the campaign against 
rheumatism, but they will obviously take a high 
place in the rehabilitation program. The splen- 
did progress made against tuberculosis during 
the last quarter of a century is an example of 
what can be accomplished. Rheumatologists are 
twenty-five years behind the phthisiologists. 
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Clinical and Laboratory Notes 


A THIRTY DAYS’ TREATMENT OF 
EARLY SYPHILIS* 


(Preliminary Report) 


By Albéric Marin, F.R.C.P.(C) and 
A. Lambert 


Montreal 


From January 1, 1942, to the end of Sep- 
tember, 1942, we have treated 62 syphilitics by 
giving a daily injection of mapharsen during 
30 days. In some instances, on account of 
certain reactions, the daily injections were 
omitted for a few days, but in about 80% of the 
cases the daily treatment was carried on con- 
tinuously for 30 days. 

Irrespective of sex or weight, our routine was 
to give the daily dose of 0.06 ctg., which gives 
a total dose of 1,800 mgm. of mapharsen in a 
month. 

Blood tests were made before, during and 
several times after the treatment. When pos- 
sible, spinal fluid tests were also performed. 

The 62 patients were divided as follows: 


Sero-negative primary............. 6 cases 
Sero-positive primary.............. ss °* 
Marly Qe0Omdary. . 2... ccc ceeece  * 
RN a EC e Kk ds cHaceass = 
ican «sso binka beau — * 


All patients were of the white race. There 
were 29 women and 33 men. The average age 
was 30 years. The oldest patient was 56 years, 
the youngest 7 years. This child received 1,200 
mgm. as a total dosage in 30 days. In all, the 
clinical lesions disappeared in two to three weeks. 

Of the 56 patients whose reactions were 
positive before the treatment 31 became nega- 
tive during or after the treatment (some even 
3 months after the cessation of treatment). 

The immediate serological results (at the end 
of the 3rd month after cessation of treatment) 
were: 31 sero-positive became negative; 5 sero- 
negative primary remained negative (one did 
not report for observation). 

Thus 36 patients, z.e. 51%, were negative. 

Of these 36 negative patients, 9 became posi- 
tive later and 27 remained negative. 

Our period of observation for this group is 
from 20 to 28 months. In 17 of them it was 
possible to perform a spinal fluid examination. 
They were all negative. 

The late serological results (20 to 28 months of 
observation) were: 27 blood Wassermann: nega- 
tive 43%; 17 spinal fluid: negative. 

The following reactions were noted: (a) 
Erythema of the 9th day: 4 cases: 3 women, 1 
1 man; (6) Icterus: 1 man; (c) Menace of 





*From the Department of Dermatology and Syphilo- 
logy, Notre-Dame Hospital, Montreal. 
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malignant granulopenia: 13 cases. In 12 of 
them, after a week of cessation of treatment, it 
was possible to resume same and give the total 
dosage. 


INSECTICIDES IN WAR 
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N.B.—Of the five cases of sero-negative 
primary syphilis that we could follow from 20 
to 28 months, all remained free from clinical or 


serological signs. 


Editorials 


THE KENNY TREATMENT 


T is now nearly four years since Miss 

Kenny first came to this continent to 
explain her conception of poliomyelitis and 
its treatment. Probably no other medical 
topic has caused more discussion in that time, 
and it is not yet ended. Miss Kenny has 
advanced her. views so insistently, and in 
some respects they are so revolutionary, 
that the profession has watched with ex- 
pectancy the settlement of the resultant 
controversy. A step towards this has been 
taken. A special committee has been exam- 
ining Miss Kenny’s claims for more than 
two years and their report is now available.* 
Sixteen clinics have been visited, some more 
than once, and about 740 patients have been 
examined. Approximately 650 of these were 
treated by the Kenny method. 

The report is prepared by men of high 
standing and it is based on ample material 
spread over a considerable time. It com- 
ments on the lack of accurate records as 
regards muscle examinations in Miss Kenny’s 
patients. In addition, she states that what 
she calls the ‘‘orthodox”’ treatment produces 
only 13% of recovery without paralysis whilst 
under her method she claims that 80% 
recover. This the committee feels is a 
misrepresentation of fact. It says that not 
only do her own cases lack accurate stat- 
istical evidence, but the figures of the 
“‘orthodox” group which she uses for com- 
parison are taken from a special group of 
severely paralyzed patients only. The 
committee has pointed out the unfairness of 
the comparison, and has informed Miss 
Kenny that if every case is included in a 
given epidemic, “orthodox” treatment may 
be expected to produce recovery of from 
70 to 90% of patients. 

It is believed by some that if the Kenny 
treatment is started early enough, paralysis 
can be prevented. The committee has 


*J. Am. M, Ass., 1944, 125: 469. 


evidence of enough cases in which the 
Kenny treatment was instituted very early 
to be able to say that it does not prevent or 
even minimize the degree of permanent 
paralysis. In many such cases the paralysis 
even progressed under the. treatment. 

The so-called Kenny treatment with con- 
tinuous hot packs has come in for consider- 
able criticism by the committee. It is felt 
that it is unnecessary to use this method in 
all cases. Good medical judgment is neces- 
sary to decide when the treatment should be 
used or continued. Miss Kenny’s claim 
that she can diagnose the disease before the 
onset of the usually recognized diagnostic 
signs does not impress the committee. The 
preparalytic diagnosis of the disease has 
been laid down quite clearly several years 
ago by Draper and Aycock and Luther. Nor 
has any satisfactory evidence been pre- 
sented to show that early local treatment 
will alter the course or extent of the para- 
lysis in any case. 

There is no doubt that we have much yet 
to learn about poliomyelitis. It must be 
admitted that Miss Kenny has helped to 
stimulate the medical profession to re- 
examine methods of treatment whose value 
had not been properly stressed. To the 
extent of her achievement in this direction 
she must receive gratitude and respect. 


INSECTICIDES IN WAR 


T will always be an invidious task to 
estimate the comparative values of scien- 
tific discoveries, especially when these are 


applied to the waging of war. For example, 
would one rate penicillin higher than plasma 
as a life saving item? But whatever stand- 
ards may be used the newest insecticides 
must be given a very high place in the scale 
of values. The most impressive of these, so 
far as has been announced is dichloro- 
diphenyl-trichloroethane, commonly known 
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as D.D.T. This is a chemical which was 
first synthesized in 1874 by a German 
chemistry student, Othmar Zeidler, in Stras- 
bourg. Its value as an insecticide was only 
recognized in 1939 by Paul Miller working 
as chemist for the J. R. Geigy Company of 
Basle, Switzerland, who found that an 
infinitesimal amount -had a most powerful 
and lasting insecticide effect. In that year 
the Colorado beetle was threatening destruc- 
tion of the Switzerland potato crop, but the 
new insecticide completely checked the pest, 
and at once established itself as an outstand- 
ing development. The form of D.D.T. used 
for this type of pest was called gesarol. To 
deal with lice and fleas a second derivative 
named neocid was developed, and this is the 
form which has received such well deserved 
publicity as an antityphus measure. 

It is worth noting that where agricultural 
pests were concerned the value of D.D.T. 
and its products had to be investigated by 
research both in Switzerland and on this 
continent, since the effects of an insecticide 
are not necessarily the same in all parts of 
the world. Even in America there may be 
significant differences in different regions. 

The testing ground for typhus was ready 
to hand in North Africa and later Italy. 
The first field studies were carried out in the 
fall of 1943 by army medical officers in co- 
operation with the U.S. Typhus Commission 
and investigators from the Rockefeller Foun- 
dation. Satisfying proof both of the potency 
of D.D.T. and the ease with which it could 
be applied as a dust, was soon forthcoming 
from experience amongst prisoners-of-war 
camps. 

The native Arabs came to look upon it as 
a sleeping powder since it removed the 
necessity to scratch at night. The con- 
vincing test took place in Naples when a 
typhus epidemic broke out with the return 
of Italian troops from Yugoslavia. Mass 
dusting stations were set up all over the 
city, and over a million and a half people 
were dusted in less than 6 weeks. The 
epidemic stopped and no cases of typhus have 
been reported in the American forces in 
Italy. 

An improvement in the dusting has been 
the impregnation of clothes with an emulsion 
that retains its effectiveness even after re- 

peated washing. 
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Apparently the most spectacular results 
have been obtained with flies, which are 
extremely sensitive to even the slightest 
traces of D.D.T. (neocid). This effect will 
remain on surfaces for periods varying up 
to three months depending on the strength 
used. The significance of this in dealing 
with epidemics of dysentery, typhoid, ete. 
is at once obvious. It is this: characteristic 
of affecting insects both by contact and by 
ingestion which gives D.D.T. such an added 
range of effectiveness. 

There are of course other methods and 
preparations for insect control, and D.D.T. 
with all its power cannot be said to replace 
or even equal them in some respects. Some 
insects are definitely not affected by it. 
But the potentialities of this immensely 
enlarged field of research are extremely 
alluring. What of the possibility of eventu- 
ally wiping out malaria? No information 
with respect to correspondingly effective 
destruction of mosquitoes is yet available, 
but it may be supposed that work is being 
carried on along these lines. As an aspect 
of preventive medicine there is hope for 
developments of almost indescribably great 
relief from disease by these insecticides. It 
is almost a pity that we have no one name 
to venerate as responsible for such advances, 
but perhaps it is better to remember that 
they have resulted from the combined effort 
of men who work with no idea of publicity 
or sensationalism, even as did Pasteur or 
Lister. 


Editorial Comments 


Certification of Specialists 


Two questions may be asked regarding the 
certification of specialists: first, is it necessary ; 
and second, how shall it be done? 

No informed mind can dispute the necessity 
for specialization in medicine. The importance 
of certification of specialists, however, may not 
be so immediately apparent. Certification 
means, of course, the formal recognition by some 
regularly constituted body of an individual’s 
claim to be a specialist, and the necessity for it 
arises because human nature is not consistently 
proof against the temptation to exploit the ad- 
vantages of specialization even to the extent of 
false claims. The prime need therefore is that 
the public should be protected against being 
taken advantage of by those who would claim 
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qualifications which they do not possess. The 
fear that abuse might arise by the creation of 
a form of monopoly of specialist practice cannot 
be disregarded. But it should be of little im- 
portance if the cardinal principle of selecting 
men only on the basis of high qualification is 
always followed. 


The second question introduces a different 
aspect of the matter. We would draw atten- 
tion to the special article by Dr. F. S. Patch, 
President of the Royal College of Physicians and 
Surgeons of Canada, in the present issue, in 
which he traces clearly the development of 
certification of specialists in Canada. It may 
not be realized what difficulties have been en- 
countered in trying to lay down a plan for this 
certification. We owe a debt to Dr. Patch for 
pointing out the steps and for making clear the 
principles by which the Association and the 
Royal College are guided. 


Development of Industrial Medicine 


Since it is now the fashion to take account 
of various developments in medicine, it may be 
well to look at what is going on in industrial 
medicine in Canada. It must be evident to 
everyone in the profession that there has been 
of recent years a very great increase in the 
amount of writing about industrial medicine. 
New journals dealing with it are coming into 
being and papers on the subject are overflowing 
into general medical literature. 


There is, of course, every reason why the 
developments in Canada in this respect should 
be rapid and extensive. Our industrial life has 
expanded in the last four years to an extent 
which no man would have dared to foretell. 
But the medical aspect of this expansion is only 
very recently beginning to organize itself as 
such. Our Association has now received an ap- 
plication for the formation of a Section on 
Industrial Medicine. This will represent the 
medical men associated with industrial work. 
There are already groups of such men in vari- 
ous Provinces. They carry on a very useful 
and necessary work amongst themselves, but 
their organization into a Dominion-wide body 
will be a great advantage. It is not that in- 
dustrial medicine will develop as an entity, for 
it is that already. Rather is there going to be 
an increased demand for medical direction in 
industry generally. It has been well pointed 
out by Lord Moran in his foreword to the newly 
launched British Journal of Industrial Medicine 
that outside of the great manufacturing firms 
there are large numbers of small industries 
which individually are unable to employ whole 
time physicians and yet have problems requiring 
medical training. There is no reason why any 
good general practitioner should not be able to 
deal with this work. Lord Moran lays emphasis 
on the good. 


Large factories and companies will of course 
develop their own problems, psychological, social 
and technical, This will inevitably produce 
types of medical advisers of a specialized nature. 
Thus another specialty will arise, if it has not 
already done so. But that is only an evolu- 
tionary consequence. There still will remain 
the necessity for well trained keen minded gen- 
eral practitioners to deal with the medical 
aspects of industry in detail. 


Saving is Still Necessary 
We are reminded that with the removal of 
the compulsory savings deduction effective July 
1, a total of $110,000,000 per annum will be 


going into the hands of wage earners through- 
out the country. 

This should not be looked upon as a relief 
from wartime regimentation so much as a means 
for buying extra war bonds during the Seventh 
Victory Loan campaign in October. 


Medical Economics 


THE STATE HOSPITAL AND MEDICAL 
LEAGUE OF REGINA 


Comments on the Brief Submitted to the 
Special Committee on Social Security, 
Ottawa, May 23, 1944 


Prepared by the Canadian Medical Association, 


Toronto 


The State Hospital and Medical League of 
Regina, Saskatchewan, submitted a Brief to the 
Special Committee on Social Security in Ottawa. 
This was reported to the Committee by Mr. P. 
E. Wright, C.C.F. member for Melfort, Sask- 
atchewan, on May 23, 1944, and ‘‘in accordance 
with the decision of the Committee on April 
20 this Brief was ordered printed in the evi- 
dence’’. Therefore in Proceedings No. 9 of the 
Special Committee, the Brief appears as Ap- 
pendix ‘‘A’’, : 

In this submission there appear so many half- 
truths, quarter-truths and un-truths that it has 
been thought helpful to prepare a detailed com- 
ment on it. In addition to actual mis-state- 
ments, the attitude of the medical profession is 
made to appear anti-everything of a progressive 
nature. Implications of this type constitute a 
subtle mode of attack for they cannot be proved 
to be an attack at all and yet to a great extent 
they create that powerful force, ‘‘public 
opinion’’, 

In the comments that follow, reference is made 
to the pages in Proceedings of the Special Com- 
mittee on Social Security, No. 9, 1944, on which 
the Brief in question is printed. 
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(pp. 237-8) Re army rejections: An article 
is quoted from the Regina Leader-Post of De- 
cember 29, 1942: ‘‘ According to Mr. Ross, out 
of 50,000 young men who tried to enlist in the 
active army during one three-month period last 
year, 20,000 or two out of every five were re- 
jected as medically unfit’’. 

Comment: The medical statistics based on 
analysis of 50,000 medical examinations, sub- 
mitted by General LaFléche in the summer of 
1941, (see summary in Canadian Hospital, Sep- 
tember, 1941, p. 36), shows that many rejec- 
tions were based on things of no significance 
in civilian life. We leave it to you to amplify 
the obvious argument that many of the defects 
met in recruits, e.g., defective vision, loss of a 
finger, fallen arches, etc., are conditions which 
are due to heredity or accident and for which 
medical care could not effect a cure. See also 
an article by C. E. Dolman in the Canadian 
Public Health Journal, August, 1941, p. 398: 
‘“A more recent Canadian Press despatch from 
Ottawa stated that of nearly 200,000 applicants 
for enlistment in the Canadian army, 20% were 
rejected as unfit. While this percentage of re- 
jections is only one-half the corresponding figure 
of a generation ago, it is still lamentably high.’’ 

(p. 238): Reference is made to ‘‘a govern- 
mental investigation’’ which has revealed cer- 
tain conditions relative to Canadian children. 

Comment: In response to a letter sent to Ot- 
tawa asking for further information relative 
to the figures quoted from the above mentioned 
‘governmental investigation’’, the following 
answer has been received: ‘‘There has not been 
any study earried out by any governmental 
body regarding the statistical data quoted in 
your letter’’. 


Figures quoted Figures obtained 
in the brief from Ottawa 


Total number of 


children in Canada.. 4,000,000 3,409,911 (1941) 
Children undernourished 500,000 * 
Children with defective Deaf-mutes (1941) 
RE ee ee 250,000 1,745 
Children with weak or Both these terms are 


damaged hearts..... — vague and indefi- 
nite 
Children mentally de- 


All ages in mental 
Se ee 


35,000 institutions: 
**9 578 


Estimated children 
tuberculosis......... 30,000 and adults: 30,000 
Children blind: wholly... 1,000 498 (1941) 
partially 3,800 


Children victims of 


*No statistics: probably a large number who do not 
receive the ideal diet which is a different matter. 

**No national study has ever been made to ascertain 
the I.Q. of the children of Canada. 


(p. 238): ‘‘To merely say that our Canadian 
health is at a low ebb is an understatement’’. 

Comment: You are again referred to the 
article by Dolman in the Canadian Public 
Health Journal: ‘‘the average life span of a 


Canadian born today has been extended by 10 
years, from 50 to 60’’. 

A hundred years ago the average span of life 
was 40 years. Now according to Metropolitan 
statistics the average span is 58 years. Half of 
those born now will probably live to 66 years 
and one-quarter to 77 years. 

The Russian situation, (pp. 248-251): Much 
trumpet blowing is apparent over the statement 
(p. 250), ‘‘The Soviet Union now has 72 in- 
dependent medical colleges’, Compare this 
with the funereal tone of page 251: ‘‘lack of 
facilities in connection with medical education’’ 
in Canada. 


Comment : 
Medical Ratio to 
colleges Population population 
Russia (1937).. 72 170,467,000 (1939) 2,367,000 
Canada (1944). 9 11,500,000 1,277,000 
Doctors Popuiation Ratio 
Russia (1937).. *132,000 170,467,000 (1939) 1,291 
Canada (1944). 11,620 11,500,000 990 


*A large proportion of these are not fully trained, 7.e., 
feldshers. 


Comment on pp. 248-251: This whole section 
is an interesting summary of the situation in 
Russia, stressing, as it does, the improvement 
under .the Soviet régime. Another method of 
approach to this subject might be to point out 
the backward state of the country under the 
Tsarist régime—hence the necessity for such 
strides to bring the country within hailing dis- 
tance of conditions which are established and 
accepted elsewhere. ‘ 

See, A Report of the Reconstruction Com- 
mittee to the Board of Directors of the London 
Chamber of Commerce, page 5: 


‘*There is an idea that North America has trailed 
behind the countries of Europe in setting up social 
services, but if we measure these services against the 
actual needs in each country, it is doubtful whether the 
people of any land have done better. The best kind of 
social assistance is economic opportunity, good wages, 
making people better able to take care of themselves. 
That way we increase individual self-respect and stimu- 
late individual initiative. 

‘‘The true line of progress is not more and more 
governmental handouts for this and that, but the con- 
tinued expansion of production of goods and services 
through better training and efficiency, which will steadily 
decrease the number of persons who need assistance. 
The most civilized country is not the one with the most 
social services, but the one with the least need of them.’’ 


The situation in Canada, (pp. 251-264): The 
Brief bemoans the ‘‘lack of facilities in connee- 
tion with medical education’’ and the general 
shortage of medical personnel (pp. 251-2). 

Comment: See statistical comparisons above. 


(p. 256): ‘‘In our opinion the Federal draft 
bill has been especially designed to curtail the 
progress of health insurance and socialized medi- 
cine. Organized medicine has always every- 
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where been opposed to socialized medicine and 


that body has the ear of the government in 
Canada.’’ 

Comment: The term ‘‘socialized medicine’’ 
means nothing, for it is used with a dozen dif- 
ferent interpretations. Where socialized medi- 
eine is synonymous with out and out state 
medicine, the Canadian Medical Association is 
opposed; but where it is used as synonymous 
with contributory health insurance the above 
statement is wrong, for the Canadian Medical 
Association has placed itself on record as ap- 
proving the principle of health insurance. 

See the Brief of the Canadian Medical As- 
sociation, page 12: 


‘“ THEREFORE BE IT RESOLVED THAT 


1. The Canadian Medical Association approves the 
adoption of the principle of Health Insurance. 

2. The Canadian Medical Association favours a plan 
of Health Insurance which will secure the develop- 
ment and provision of the highest standard’ of 
health services, preventive and curative, if such 
plan be fair both to the insured and to all those 
rendering the services.’’ 


In quoting medical opinion, it would be well 
if self-appointed interpreters paid closer atten- 
tion to the progressive thinking of the Canadian 
Medical Association and its provincial Divisions 
than to making statements or mis-statements 
concerning medical thinking elsewhere. 

(pp. 257-261): This is all under the heading 
‘‘Brief of the Canadian Medical Association’’ 
however, only some of it is from the Brief, some 
from the Principles relating to Health Insurance 
and some from? ? ? 

1. ‘‘That in the Provinces where Health In- 
surance is established, it be administered 
under an independent Health Insurance 
Commission, the majority of whom shall be 
representatives of organized medicine.’’ 
(p. 257). 

Comment: This is a mis-statement. What 
was stated in our Brief reads as follows: ‘‘We 
believe, moreover, that the Commission should be 
so constituted, appointed and empowered that 
it will possess ample freedom of action and that 
its members will be representative of and pre- 
ferably nominated by the various professional 
and other groups interested in the operation of 
the Act.’’ 

What was quoted was taken from a former 
code of Principles. The present Principle re- 
lating to this point, reads as follows: 

10. Health Insurance should be administered 
by an independent non-political Commis- 
sion representative of those giving and 
those receiving the services. Matters of 
professional detail should be administered 
by committees representative of the pro- 
fessional groups concerned. 

(p. 262): Having stated that the greatest 
number of male deaths in Canada were found 
to be among farmers, the Brief continues: 
‘«. . . very apparent that matters pertaining 
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to public health in rural communities which 
have been sadly neglected in the past, should 
receive immediate attention. ‘ 

Comment: This same attitude was expressed 
in the Brief of the Canadian Medical Associa- 
tion (see pp. 28 and 29). However no mention 
is made of this in the submission of the State 
Hospital and Medical League! 

(p. 263) : ‘‘We are constantly being informed 
that the first essential to good health is an ample 
food supply. The nutritionalist lists certain 
foods as essential to good health . . but not 
a word from any source as to the standard of 
quality essential to insure that these foods are 
safe, much less, health giving.”’ 

Comment: Those who prepared this Brief 
would not seem to realize that the supervision 
of food, in so far as it ean be controlled by 
Federal legislation, is covered by the Food and 
Drugs Act. Provision is made in the present 
draft Bill on Health Insurance (page 41 of the 
April 26 revision) for Federal assistance for 
provineial supervision of food: 

‘‘y, Food and Drug Control 

For the supervision of the premises, equip- 
ment and personnel used for the manufacture 
and distribution of foods, drugs and biological 
preparations. ’’ 

The Kaiser plan, (pp. 264-267) : 

Comment: The rates vary from 50ce. to 60c. 
per week for the employed man, plus payment 
for wife and for each child. Thus for a man 
and wife and two children, under sixteen, the 
amount would be approximately $1.50 per week 
or $78.00 per year. The suggested Canadian 
plan for the same family would be $24.00 plus 
a maximum of $50.00 on taxable income, 1.e., 
$74.00 in all.. 

The Kaiser plan does not include public 
health services such as are included in the 
Canadian plan. 

These are healthy people, not a cross section 
of the community. A complete coverage of the 
population would present a very different prob- 
lem. The incentive to get back to work to help 
win the war and also to receive the tremen- 
dously inflated wages has a tendency to reduce 
time off much more than would be the case for 
a general population in ordinary times with 
no particular reason to register a recovery. 

(p. 267): The Brief quotes from the Annual 
Report, 1943 of Dr. Sidney R. Garfields. From 
point 5, we draw your attention to two state- 
ments: ‘‘Age limits of workers are of no con- 
sideration for the duration of the war’’. And 
again, ‘‘However, it is definitely to be noted 
that though we have been given thorough ap- 
proval by most of the medical leaders, all this 
is tempered with the stamp ‘Approval for the 
duration’.’’ 

Comment: It is a very different proposition to 
eare for people for a limited time only. Ap- 
parently the Kaiser plan would not be respon- 


-sible for a continuing care throughout life. 
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Having just stated that their plans, 7.¢e., over- 

looking age, ete., are for the duration, it is not 

be wondered at that approval is on the same 
asis. 

Blue Cross Plan, (pp. 267-269). On p. 268 
lower third of the page we find the following: 
‘‘The Blue Cross plans are distinctly an Ameri- 
ean institution, a unique combination of indi- 
vidual initiative and social responsibility.’’ 
And again: ‘‘The success of the Blue Cross 
Plan in this community as in all others in which 
it is established depends upon the interest and 
co-operation of our civic and business leaders 
and the small monthly subscriptions of members 
through their employers’’. 


Comment: This is just the combination sought 
by those who desire contributory health imsur- 
ance! The approval of the Blue Cross plans in 
this Brief is very interesting, for the Blue Cross 
plans are being hailed as an alternative plan to 
state medicine advocated by this organization. 
Not only have the American Hospital Associa- 
‘tion and the American College of Surgeons ap- 
proved the Blue Cross plans, but they might 
have said that the organized medical profession 
in Canada through the Canadian Medical As- 
sociation has also endorsed this movement. The 
C.M.A. did this when this particular type of 
plan was known as Group Hospitalization or the 
Periodic Payment Plan for the Purchase of 
Hospital Care. An extensive report on this sub- 
ject was prepared by a special committee: 


‘*It is the opinion of this Committee that the prin- 
ciple of group hospitalization, or the periodic payment 
plan for hospital care, is fundamentally sound; if such 
plans are carefully safeguarded from certain undesir- 
able features that might be introduced and are operated 
in accordance with the recommendations discussed later 
in this report, the advantages to be anticipated by all 
parties involved should definitely outweigh the possible 
disadvantages. ’’ 


Although the statement is made that this is a 
‘‘distinetly American institution’’ this is only 
partially true, for the plan followed has been 
used in Cape Breton for almost eighty years. 
(Possibly it was the first in America.) More- 
over the organizing committee for the A.H.A. 
sponsorship of this development was partly 
Canadian and there are five of the seventy odd 
Canadian plans of this type that are recognized 
as Blue Cross plans. 


It is said (p. 269) ‘‘that the people of Canada 
ean be hospitalized for less than $50,000,000’’. 
There has been no argument about that estimate. 
At the present time in the Blue Cross plans hos- 
pitalization amounts to approximately one day 
per annum per individual (more for women, 
less for men and children). At an average cost 
of $4.00 per day for our population we would 
still be within the fifty million mark. What 
the picture will be in the future it is hard to say 
for with free hospitalization and with adequate 
care for chronics and the senile our hospitaliza- 
tion would tend to rise. 
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The plan for hospital care in Ontario (Blue 
Cross) with 325,000 members looks after the 
whole family in the public ward for $1.00 and 
in the semi-private ward for $1.50 per month. 
This is on a group enrolment basis, not on an 
individual basis which always loads the mor- 
bidity. On this basis the plan can pay the 
hospitals a fair rate and have a reserve of half a 
million dollars, or $1.60 per person for epidemics 
or other emergency. It should be noted that 
such Blue Cross plans cover hospital care only, 
thus leaving out all the medical, dental, public 
health and preventive measures that are included 
in the proposed health insurance. 





Pen and Books 


GOLDSMITH AS A TALKER* 


By H. E. MacDermot, M.D., F.R.C.P.(C) 
Montreal 


One can hardly hope to say anything fresh 
about Oliver Goldsmith. I have often thought, 
however, that he has suffered some injustice as 
regards the widely accepted estimate of his 
conversational powers. Those whose idea of 
the man himself is based upon Boswell’s Life 
of Johnson will think of Goldsmith as one who 
wrote exquisitely clear and sensible English, 
but whose talk was silly to the point of idiocy. 
Garrick sums up this view in his epigram, 
“Who wrote like an angel and talked like 
Poor Poll”; and Macaulay, who should have 
known better, as he had Forster’s biography in 
front of him calls him “an empty, noisy, blun- 
dering rattle’. 

We may agree that a man who writes well is 
not necessarily a good talker, just as a good 
talker may be no writer. But Goldsmith’s 
recorded conversation is anything but poor. 
Take Goldsmith’s remark to Dr. Johnson that 
he thought he could write a good fable. His 
point was that this kind of writing requires a 
certain simplicity of expression; in most fables, 
he added, the animals introduced seldom speak 
in character. 

“For instance’, Goldsmith went on, “the 
fable of the little fishes, who saw birds fly over 
their heads, and envying them, petitioned 
Jupiter to be changed into birds. The skill 
consists in making them talk like little fishes.” 
Here he observed Johnson shaking his sides and 
laughing. Goldsmith quickly added, “Why, 
Dr. Johnson, this is not so easy as you seem to 
think; for if you were to make little fishes talk 


18k Te Nee by kind permission from Queen’s Quarterly, 
41: 

+This pa per was written before I had read Mr. Frank- 
fort Moon’ 8 Sy Siemehe of Goldsmith, in which the point 
is elaborated with much warmth. A. Newton, in 
his preface to Mr. Temple Scott’s bio-bibliography, hes 
comments on the mistaken notion that Goldsmith was a 


poor talker. 








272 MEN AND Books: 


they would talk like whales.” 
Johnson has no reply. 

Between Reynolds and Goldsmith there was 
a rare friendship, but Boswell was never quite 
at ease with Goldsmith, and adopted a some- 
what patronizing air towards him. Goldsmith, 
for his part, soon took Boswell’s measure as a 
first-class bore. When Boswell attached him- 
self to Johnson so closely, those in their ac- 
quaintance were surprised at the incongruous 
intimacy. ‘‘Who zs this Scotch cur at Johnson’s 
heels?”’” someone asked. ‘‘He is not a cur’, 
said Goldsmith. ‘You are too severe. He is 
only a bur. Tom Davies flung him at Johnson 
in sport, and he has the faculty of sticking.”’ 

Boswell, however, took no offence at anyone’s 
remarks. It made no difference in what light 
they showed him. All he cared about was 
whether or not they were worth recording. 
For instance, he tells us of the masterly rebuke 
he received from Goldsmith, when the latter, 
annoyed at Boswell’s attempts to thrust his 
idolatry of Johnson upon everyone, turned on 
him and said: “‘You are for making a monarchy 
of what should be a republic.” 

Johnson himself, much as he loved Goldsmith, 
had some hard things to say about him. ‘No 
man’’, he said once, ‘‘was more foolish when he 
had not a pen in his hand, or more wise when 
he had.’ On another occasion he remarked: 
“The misfortune of Goldsmith in conversation 
is this: he goes on without knowing how he is 
to get off. His genius is great, but his knowl- 
edge is small. As they say of a generous man, 
it is a pity he is not rich, we may say of Gold- 
smith, it is a pity he is not knowing. He 
would not keep his knowledge to himself.” 
And again, ‘‘Sir, he is so much afraid of being 
unnoticed, that he often talks merely lest you 
should forget that he is in the company.” 

Then there was the discussion between John- 
son and Reynolds, with Boswell, of course, 
sitting by: 

Johnson: It is amazing how little 
Goldsmith knows. He seldom comes where 
he is not more ignorant than anyone else. 

Str Joshua Reynolds: Yet there is no 
man whose company is more liked. 

Johnson: ‘To besure, Sir. When people 
find a man of the most distinguished abilities 
as a writer, their inferior while he is with 
them, it must be highly gratifying to them. 
What Goldsmith comically says of himself is 
very true,—he always gets the better when 
he argues alone; meaning, that he is master 
of a subject in his study, and can write 
well upon it; but when he comes into com- 
pany, grows confused, and unable to talk. 
Now all that is good talk—very good talk, 

but it proves only that Johnson could talk well, 
not that Goldsmith talked badly. Johnson 
sometimes resented the cleverness of others in 
talk. The question was being debated whether 
people who disagree on some fundamental 
point can live together in friendship. Johnson 


To which even 


GOLDSMITH AS A TALKER 


Can.M.A. J. 
Sept. 1944, vol. 51 


said they might; Goldsmith thought not, as 
they had not the same likes and dislikes. 
“Why, Sir’, replied Johnson, ‘“‘you must shun 
the subject as to which you disagree. For 
instance, I can live very well with Burke: I 
love his knowledge, his genius, his diffusion, 
and affluence of conversation, but I would not 
talk to him of the Rockingham party.” 

“But, Sir’, retorted Goldsmith, ‘‘when people 
live together who have something as to which 
they disagree, and which they want to shun, 
they will be in the situation mentioned in the 
story of Bluebeard: ‘You may look into all the 
chambers but one’. But we should have the 
greatest inclination to look into that chamber, 
to talk of that subject.” 

Now that was not expected from Goldsmith, 
and even Johnson had no effective reply. So 
he tried to shout him down. ‘‘Sir’, he roared, 
“T am not saying that you could live in friend- 
ship with a man from whom you differ as to 
some point: I am only saying that J could do it.”’ 
It was the kind of occasion which made Gold- 
smith say once: “There is no arguing with 
Johnson; for if his pistol misses fire he knocks 
you down with the butt end of it.” 

Once again Johnson took up the subject of 
Goldsmith’s conversation, turning it over with 
fresh illustration, and this time with more 
justice: 

Goldsmith should not be for ever attempt- 
ing to shine in conversation: he has not 
temper for it, he is so much mortified 
when he fails. Sir, a game of jokes is com- 
posed partly of skill, partly of chance; a 
man may be beat at times by one who has 
not the tenth part of his wit. Now Gold- 
smith’s putting himself against another, is 
like a man laying a hundred to one who 
cannot spare the hundred. It is not worth 
a man’s while. . Goldsmith is in this 
state. When he contends, if he gets the 
better, it is a very little addition to a man 
of his literary reputation: if he does not get 
the better, he is miserably vexed. 

There is little doubt that Goldsmith’s sensi- 
tiveness often put him at a disadvantage in 
sustained argument, especially in the company 
of men like Johnson. As Forster says, ‘“‘In- 
sensibility was what he wanted most.” Possibly 
he did want to be recognized for conversational 
distinction, even though, as Johnson said, it 
meant so little to his reputation. In this 
Goldsmith provides the instance of a man 
possessing one talent abundantly, but setting 
his heart on excelling in something else for 
which he had not the qualifications. The 
same kind of longing was seen in Reynolds, who, 
not content with his genius as a painter, strove 
for literary fame with powers- hardly more 
than mediocre. 

Still, to speak of Goldsmith as a fool in 
conversation is quite a different thing. It is 
rather curious that it was his casual talk at the 
table of a mutual friend that attracted the 
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attention of the printer Griffiths, who first 
gave Goldsmith employment as a writer. And 
he was chosen by Johnson himself as one of the 
original members of a club whose chief object 
was talk. 


Johnson judged Goldsmith by standards re- 
quiring a seriousness in talk which Goldsmith 
never possessed. He was an Irishman, and to 
him, as he said himself, talk was something 
with which to conceal his thoughts. If he was 
bored, as at times he must have been, even in 
that illustrious circle, he would talk without 
thinking. Or he might not even wait until he 
was bored. He might follow a gambit of 
extravagantly foolish talk which would be 
understood by another Irishman as only a 
particular form of fun, but in that company 
was little short of sacrilegious. 

Even if he used a word out of the ordinary, 
literalists would protest. His friend Cooke, 
on being asked what Goldsmith was like in 
conservation, said: ‘Sir, he was a fool. The 
right word never came to him. If you gave 
him back a bad shilling he’d say, ‘Why, it’s as 
good a shilling as ever was born’. You know 
he ought to have said coined. Coined, Sir, 
never entered his head. He was a fool, Sir.” 


Some of the instances of Goldsmith’s so-called 
childishness described for us by Boswell were 
almost certainly this kind of trifling. Gold- 
smith himself once complained that he had been 
urged to give up some of his less fashionable 
resorts where, as he said, he could play the fool 
very agreeably. 


One wishes that we had been told more about 
his fooling. He and Garrick made up an in- 
comparable team, with a knowledge of literature 
not to be found in the average company. 
Reynolds and his niece (she reports the scene) 
were present at one house when the two kept 
a large party convulsed with laughter at their 
games. Garrick sat on Goldsmith’s knee with 
a tablecloth pinned around them both, so as to 
leave uncovered only Garrick’s head and Gold- 
smith’s hands. Garrick then declaimed Ham- 
let’s speech to his father’s ghost, and Goldsmith 
burlesqued it, with his hands tapping Garrick’s 
nose, and making gestures at the wrong time. 
At another party they reversed their réles, and 
Goldsmith recited some soliloquies from Ad- 
dison’s Cato, while Garrick did the burlesquing. 


In conversation at The Club some time after 
Goldsmith’s death his work was being discussed: 


Goldsmith being mentioned, Johnson ob- 
served, that it was long before his merit 
came to be acknowledged: that he once 
complained to him in ludicrous terms of 
distress, ‘‘Whenever I write anything, the 
public make a point to know nothing about 
it:’ but that his Traveller brought him 
into high reputation. 


Langton: There is not one bad line in that 
poem; not one of Dryden’s careless verses. 
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Sir Joshua: I was glad to hear Charles 
Fox say, it was one of the finest poems in 
the English language. 

Langton: Why were you glad? 
surely had no doubt of this before. 

Johnson: No; the merit of The Traveller 
is so well established, that Mr. Fox’s praise 
cannot augment it, nor his censure diminish 
it. 

Sir Joshua: But his friends may suspect 
they had too great a partiality for him. 

Johnson: Nay Sir, the partiality of his 
friends was always against him. It was 
with difficulty we could give him a hearing. 
Goldsmith had no settled notions upon any 
subject; so he talked always at random. 
It seemed to be his intention to blurt out 
whatever was in his mind, and see what 
would become of it. He was angry, too, 
when catched in an absurdity; but it did not 
prevent him from falling into another the 
next minute. I remember Chamier, after 
talking with him for some time, said, 
‘“‘Well, I do believe he wrote this poem 
himself: and, let me tell you, that is be- 
lieving a great deal.’”’ Chamier once asked 
him, what he meant by slow, the last word 
in the first line of The Traveller, 


You 


‘Remote, unfriended, melancholy, slow—’ 


Did he mean tardiness of locomotion? 
Goldsmith, who would say something with- 
out consideration, answered, ‘‘Yes.” I was 
sitting by, and said, ‘‘No, Sir, you do not 
mean tardiness of locomotion; you mean, 
that sluggishness of mind which comes 
upon a man in solitude.” 


That was a fine interpretation, but Gold- 
smith may still have meant exactly what he 
said at first. After all, it was he who wrote 
the line, and he knew best how slow his wander- 
ing through Europe had been, without friends, 
money, or occupation. Johnson had spoken, 
however, and Goldsmith probably did not care 
to argue the point. 

Another characteristic of Goldsmith was 
that he was easily deceived. This made him 
the object of practical jokes and was probably 
more responsible than anything else for the 
pathetic condition to which he was reduced in 
his last years. One might even say that the 
almost childlike simplicity of his writing was 
a reflection of his mental powers, except that 
the capacity for such writing is not to be found 
in ordinary minds. Reynolds tells us that he 
once happened to walk into Goldsmith’s room 
unannounced and found him seated at his desk, 
shaking his finger at a little dog at the other end 
of the room, where it was trying to sit up and 
balance a lump of sugar on its nose, under 
Goldsmith’s admonition. Reynolds looked over 
his shoulder to see what he was working at. 
It was a poem, and the ink was still wet on the 
lines, 
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By sports like these are all their cares beguiled, 
The sports of children satisfy the child. 

Once he was visited by Gibbon while engaged 
on his Grecian History. Looking up from his 
writing he asked Gibbon if he could remember 
the name of the Indian king who gave Alexander 
so much trouble. Gibbon gravely suggested 
Montezuma, and then had to prevent him 
from writing it down! 

Yet Goldsmith’s judgment could be as shrewd 
as that of Johnson. His comments on Auen- 
brugger’s treatise on percussion show that he 
clearly understood the difficulties and short- 
comings of the method. He had not the least 
capacity for the practice of medicine, but he 
did grasp certain fundamentals, and what he 
says about them is still worth reading. Writing 
from Edinburgh to his uncle about his studies 
he says: 

Give me leave to say that the circle of 
science which I have run through, before I 
undertook the study of physic, is not only 
useful but absolutely necessary to the 
making of a skilful physician. 

Such sciences enlarge our understanding 
and sharpen our sagacity; and what is a 
practitioner without both but an empiric, 
for never yet was a disorder found entirely 
the same in two patients. A quack, unable 


to distinguish the particularities in each 
disease, prescribes at a venture; if he finds 
such a disorder may be called by the general 


name of fever, for instance, he has a set of 
remedies which he applies to cure it, nor 
does he desist till his medicines are run out, 
or his patient has lost his life. 

But the skilful physician distinguishes 
the symptoms, manures the sterility of 
nature, or prunes her luxuriance; nor does 
he depend so much on the efficacy of medi- 
cines as on their proper application. ... 


So far as we can tell Goldsmith hardly ever 
spoke of his experiences in practice, perhaps 
because his efforts in that direction had been 
so painfully unsuccessful. In one of his letters 
he says: 


I grew tired and impatient with the 
duties and restraints of professional prac- 
tice, chiefly among friends, and often in- 
sufficient for maintenance, and became 
disgusted with sick chambers and caprici- 
ous patients. 

And once he startled a brilliant gathering at 
Sir Joshua Reynolds’ by recounting a story of 
his poorer days in London, beginning with 
“When I lived among the beggars in Axe 
Lane’. But he does not seem to have ever 
mentioned any medical episodes. The one ex- 
ception perhaps was the incident of his coming 


away in great dudgeon from the house of a. 


patient who had decided that her apothecary 
was a safer adviser. He told of this indignantly 
and said he would now leave off prescribing for 
his friends. “Pray do so, my dear Doctor’, 
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said Beauclerk. ‘‘Whenever you undertake to 
kill, let it only be your enemies!” 

How little it really matters whether a man 
talks well or ill. We must admit that Goldsmith 
was not a conversationalist in the sense in 
which so many of his friends had developed the 
art. But he was able to stir affection as did 
no one else in all that brilliant group. All 
Johnson’s snubs and roarings at him were 
forgotten in the companionship between these 
two extraordinarily diverse men. One day 
Goldsmith was told that Johnson had been 
nicknamed ‘Ursa Major’. ‘Ah’, he said, 
“they may say that. Johnson, to be sure, has 
a roughness of manner, but no man alive has a 
more tender heart. He has nothing of the bear 
but his skin.” 

Goldsmith died before he could complete his 
Retaliation, that unfinished symphony of words. 
We mourn for its unborn music all the more 
since the lines were lost with it that would have 
given us Johnson in an imperishable setting. 
It is also to be regretted that Johnson should 
have insisted on writing Goldsmith’s epitaph in 
Latin, instead of the English of which he was 
such a master. 

Goldsmith, however, has left us in his dedi- 
cation of She Stoops to Conquer a tribute to 
Johnson with which we may well content 
ourselves; and the epitaph in Westminster 
Abbey is a fine thing even in translation. The 
dedication runs: 

In inscribing this slight performance to 
you I do not mean so much to compliment 
you as myself. It may do me some honour 
to inform the public that I have lived many 
years in intimacy with you. It may serve 
the interests of mankind also to inform them 
that the greatest wit may be found in a 
character, without impairing the most 
affected piety. 

And the epitaph, as translated by Croker: 

Of Oliver Goldsmith... A poet, na- 
turalist, and historian, who scarcely left 
any style of writing untouched, and touched 
nothing that he did not adorn; of all the 
passions, whether smiles were to be moved, 
or tears, a powerful yet gentle master; in 
genius sublime, vivid, versatile; in style 
elevated, clear, elegant. . . The love of 
companions, the fidelity of friends, and the 
veneration of readers, have by this monu- 
ment honoured the memory. 


‘¢Literature and medicine are two words which call 
to the minds of most, if not all men, thoughts separated 
by an apparently yawning and impassable gulf. Yet, if 
we but consider these two words a while there must 
appear to the discerning a similarity, for is not litera- 
ture the cure for minds made stagnant by an over- 
powering dullness and souls shattered by the cruel 
realities of life; and is not medicine the cure for bodies 
diseased and strength lost?’’—H. B. Macfie. 
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CATECHISM IN MEDICAL HISTORY 
By Heber C. Jamieson, M.D., F.R.C.P.(C) 
Edmonton 


QUESTIONS 


. Wunderlich, a German physician, made 
temperature-taking a routine procedure in 
hospitals. What details did he insist on 
having carried out? 

. Who was Dr. Benassis? 

. What fictional story of the Great Plague of 
London was believed to have been a factual 
account written by an eye-witness? 

. How recent is the clip in closing wounds? _ 

. Nicolas Lemery, a medieval physician, in- 
vented a perpetual purgative pill. Of what 
was it composed? 

6. What disease killed more soldiers than did 
bullets in the Boer War, and in the Spanish- 
American War struck down every fifth man 
and caused 86% of the mortality in that 
struggle? 

7. What simple therapeutic procedure, when 
introduced, did the surgeons claim should 
not be carried out by internists? 

8. What internist named one of the major 

abdominal surgical diseases and gave an 

accurate description of its pathological ana- 
tomy? 
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ANSWERS 


1. Twenty minutes before he was expected to 
enter the wards, Wunderlich had thermo- 
meters eight to ten inches long placed in the 
patient’s axilla. On arrival he made a quick 
survey to see that all instruments were 
properly adjusted. An assistant now re- 
corded the readings taking care not to 
disturb the thermometer since the doctor 
himself had to confirm each result. In this 
way some twenty temperatures could be 
obtained in an hour. This was in 1868. 

2. The hero of Balzac’s novel “The Country 
Doctor’. Dr. Benassis represented the best 
type of physician of a century ago. 

3. “The Journal of the Plague’ by Daniel 
Defoe. Written many years after the Plague, 
this is one of the most graphic descriptions 
of an epidemic ever penned. 

4. The metal clip is modern but for generations 
certain South American tribes used the large 
leaf cutting ant for this purpose. The 
edges of the wound were approximated and 
the ant allowed to bite. Since the grip of 
ant’s jaws continued after death the bodies 
were pinched off and Nature supplied an 
effective aid to the surgeon. This insect 
was used also by the natives of India for a 
like purpose. 

5. Here are the directions for its: manufacture 
and use: “If you melt antimony over again 
and form it into bullets, you have a perpetual 

pill, that is to say, such as being taken and 


6. Typhoid fever. 


7. Hypodermic injection. 


voided fifty times will purge every time and 
yet there is hardly any sensible diminution.” 
In the Great War, where 
prophylactic inoculation was carried out, 
only one in every thousand was stricken. 
Sir Clifford Allbutt 
wrote that when he first used this method 
in the wards of St. George’s Hospital, 
London, the surgeons objected on the grounds 
that he was stepping beyond the bounds of, 
as he called it, ‘inner medicine’. 


8. Reginald Heber Fitz, Professor of Medicine 


at Harvard introduced the name, appendi- 
citis. In 1886 Fitz pointed out that the 
frequent abscesses in the right iliac fossa 
were due to disease of the vermiform ap- 
pendix. He also pointed out the character- 
istic diagnostic features and indicated the 
appropriate treatment. 





Divisions of the Association 


British Columbia 


The forthcoming annual meeting of the Cana- 
dian Medical Association, British Columbia 
Division, will be held in Victoria, B.C., at the 
Empress Hotel from September 26 to 29 in- 
clusive, and promises to be an important event. 
The speakers from the Canadian Medical As- 
sociation will be the following: Dr. Harris 
McPhedran, President of the C.M.A., Dr. 
William Magner, Toronto, Dr. G. H. Stevenson, 
Dr. Albert Ross, Montreal, and Dr. T. C. 
Routley, Toronto. A very ample entertainment 
program appears to be in preparation. 





New Brunswick 


The 64th annual meeting of the N.B. Medical 
Society, Canadian Medical Association — N.B. 
Division was held at Saint Stephen July 11 and 
12. The president Dr. H. S. Everett was chair- 
man at all sessions. The entertainment and 
hospitality was of a splendid quality and 
variety. Attendance was large for a war time 
meeting, 95 doctors and a large number of 
ladies being registered. 

The scientific program included the following 
papers: 

1. ‘‘Anesthesia’’, Surg. Lt.-Cmdr. Digby 
Leigh. Discussion, Dr. E. W. Lunney, Saint 
John. 

2. ‘‘Modern trends in obstetrics and breech 
delivery’’, Dr. N. W. Philpott, Montreal. Dis- 
cussion, Dr. G. White, Saint John. 

3. ‘‘Burns—medical and surgical treatment”’, 
Drs. S. M. Levenson and C. S. Davidson, Boston 
City Hospital. Discussion, Dr. D. A. Thompson, 
Bathurst. 
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4. ‘‘Congestive heart failure’’, Dr. Harris 
McPhedran, President, C.M.A., Toronto. Dis- 
cussion, Dr, A. F. VanWart, Fredericton. 

5. ‘‘Pulmonary resection for malignaney and 
bronchiectasis’’, Dr. G. Skinner, Saint John. 
Diseussion, Dr. L. McPherson, East Saint John. 

6. ‘‘Use and abuse of sulfonamides and brom- 
ides’’, Dr. A. E. Broughton, Toronto. Discus- 
sion, Dr. P. C. Laporte, Edmundston. 

The business sessions were more than usually 
interesting. The W.C.B. Buffer Committee pre- 
sented a new schedule of fees for W.C.B. eases. 
This new schedule met with general approval, 
only three items being referred back to the 


Committee for further action. Dr. W. J. Baxter, 


Chairman of this Committee received special 
thanks of the Society for an excellent job of 
negotiation with the W.C.B. Board. The ques- 
tion of payments to doctors by the Trustees of 
the Dependents Allowance Board was thorough- 
ly canvassed and it was decided that the only 
fee schedule acceptable was that of each prov- 
ince involved. Resolution covering other aspects 
of this subject were forwarded to the C.M.A. 
for information and necessary action. 

Another matter of interest concerned plans 
for the rehabilitation of doctors returning from 
active service. The Executive Committee re- 
ported that this question had been discussed and 
with the Central Federal Committee some pro- 
gress was evident. Generosity of treatment of 
our serving doctors rather than bonus charity 
expressed the thought arrived at by the study 
committees. 

Dr. Harris MePhedran, President of C.M.A., 
in an after luncheon talk covered an aspect of 
Social Security advances. It is understood that 
this paper with others by the president will 
later appear in the Canad. M. Ass. J. 

Dr. T. C. Routley, General Secretary, C.M.A., 
was never in better form. As an Honorary 
Member of the N.B. Medical Society of many 
years standing he spoke as a member of our 
local medical family and brought to us the 
latest decisions on matters of policy decided 
upon by the C.M.A. The spoken word is per- 
haps still the most convincing method impress- 
ing any group and Dr. Routley’s 1944 summary 
was one of his best efforts. 

Dr. S. R. Webber, of Calais, Maine, won the 
VanWart Challenge Golf Cup presented each 
year for competition by the N.B. Medical Soci- 
ety. The winning of the cup by Dr. Webber 
at this meeting on the Canada-U.S.A. border was 
popularly acclaimed. 

The 65th annual meeting of the N.B. Medical 
Society will be held in Edmundston, N.B. The 
new officers and committees for 1944-45 were 
elected as follows: 


President—Dr. P. C. Laporte, M.B.E., Edmundston; 
First Vice-president—Dr. E. W. Lunney, Saint John; 
Second Vice-president—Dr. W. 8. Fitzpatrick, Moncton; 
Treasurer—Dr. A. L. Donovan, Saint John; Secretary— 
Dr. A. 8. Kirkland, Saint John; Executive Committee— 
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Dr. P. MeL. Atkinson, Moncton; Dr. G. Skinner, Saint 
John; Dr. E. O. Thomas, Saint Stephen; Dr. H. 8. 
Hynes, Fredericton; Dr. T. E. Nugent, Bath; Dr. G. 
Dumont, Campbellton; Dr. G. B. Gaudreau, Edmundston ; 
Dr. D. A. Thompson, Bathurst; W.C.B. Buffer Commit- 
tee—Drs. W. J. Baxter (Chairman), J. R. Nugent, G. 
M. White; Additional Members of C.M.A. Council—Drs. 
A. F. VanWart, G. White, G. Skinner, H. E. Britton, 
J. S. Hynes, J. R. Nugent, R. W. L. Earle; C.M.A. 
Nominating Committee—Dr. G. White; C.M.A. Executive 
Committee—Dr. A. F. VanWart; Divisional Advisory 
Committee—Dr. A. 8S. Kirkland (Chairman); C.M.4A. 
Standing Committee—Archives, Dr. J. 8S. Hynes; Bylaws, 
Dr. J. R. Nugent; Economics, Dr. A. F. VanWart; 
Credentials and Ethics, Dr. BR. D. Roach; Maternal 
Welfare, Dr. G. M. White; Nutrition, Dr. H. S. Everett; 
Pharmacy, Dr. H. S. Wright; Public Health, Dr. C. W. 
MeMillan; Industrial Medicine, Dr. V. D. Davidson; 
C.M.A. Membership, Dr. G. Skinner. 


A. S. KIRKLAND, 
Secretary. 


Nova Scotia 


The annual meeting of the Nova Scotia Medi- 
cal Society was held at White Point Beach early 
in July. An excellent program had been pre- 
pared and a large number attended from all 
parts of the Province. The only criticism heard 
was that the delightful situation of the meeting 
and the fine weather at times limited the at- 
tendance at the scientific and business sections 
of the meeting. A splendid social program for 
the visiting physicians and their wives was ably 
carried out, 


At the same time the annual meeting of the 
Nova Seotia Medical Health Officers Association 
was held. 


Medical Societies 


Prince Edward Island Medical Society 


The Annual Meeting of the Prince Edward 
Island Medical Society was held Saturday, 
July 8, at the Charlottetown Hotel, Charlotte- 
town, Prince Edward Island. 

Dr. T. L. Farmer, Mount Stewart, was 
elected president. Vice-presidents elected in 
the three counties for the ensuing year were: 
Kings: Dr. R. J. MacDonald; Queen: Dr. Eric 
Found; Prince: Dr. A. R. Grant. Other officers 
elected were: Secretary: Dr. A.-J. Murchison, 
and Treasurer: Dr. I. J. Yeo. 

At the morning session Dr. E. 8S. Giddings, 
Charlottetown, retiring president, presided, and 
at the afternoon the new president, Dr. T. L. 
Farmer. The morning session was devoted to 
business. Dr. Harris McPhedran, Toronto, 
President of the Canadian Medical Association, 
and Dr. T. C. Routley, Secretary of the Cana- 
dian Medical Association, following luncheon, 
spoke with regard to the Canadian Medical 
Association and the problem facing us in regard 
to Social Security, and the Health Insurance 
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Bill. The afternoon session was a clinical one 
and papers were presented by Dr. N. W. 
Philpott, Royal Victoria Hospital, ‘‘Post-partum 
infection as treated in the Royal Victoria 
Montreal Maternity Hospital’. Dr. A. E. 
Broughton, Toronto, spoke on ‘The use and 
abuse of sulfonamides and bromides’. 


Weyburn and South Eastern District Medical 
Societies 


The Weyburn and South Eastern District 
Medical Societies (Saskatchewan) held their 
usual joint meeting at Kenosee Lake on August 
9. The program included addresses by Dr. W. 
A. Bigelow, of Brandon, Dr. R. W. Kirkby, of 
Prince Albert, who is President of the Council 
and Medical Superintendent of the P. A. Sana- 
torium, and Dr. E. D. Winchell, of Weyburn. 
A discussion on Health Insurance was led by 
Dr. A. C. Seott, of Indian Head, and Dr. M. H. 
McDonald, of Weyburn. Members of the North 
West District Medical Society of North Dakota 
were invited to attend. 


Prince Rupert Medical Society 


The Prince Rupert Medical Society (B.C.) at 
its annual meeting elected the following officers : 
President — Dr. C. H. Hankinson; Secretary- 
Treasurer—Dr, W. S. Kergin; Representative 
to Hospital Board—Dr. R. G. Large; Repre- 
sentative to Board of Directors of the British 
Columbia Medical Association—Dr. L. W. 
Kergin. 
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A Defence of Dr. James Douglas 
To the Editor: 


I have read with interest the extract from 
Ledoyen and his Disinfectant by Dr. Gabriel 
Nadeau, of Rutland, Mass., printed in your May 
issue, and beg to draw to your attention certain 
apparent inconsistencies in the article, in so far 
as it concerns Dr. James Douglas. 

In deseribing the Marine and Emigrant Hos- 
pital, Dr. Nadeau points out the disgraceful 
conduct of many of the medical men attached 
to it, and of the staff in general: 


‘*As time went on the accusations became more de- 
tailed; theft of money from the dead and dying, steal- 
ing of bodies for dissection; burial of a girl in improper 
circumstances; enforced conversion of Protestant pa- 
tients; neglect of the sick; misconduct of the nurses; 
the telling of racy and even lewd stories by Dr. 
Painchaud during his classes, and so on.’’ 


Then Dr. Nadeau goes on to say: ‘‘The evil 
genius of the hospital really was James Douglas, 


Answers to letters appearing in this. column 
should be sent to the Editor, 3640 University Street, 
Montreal. 





and this is shown by the inquiry made by the 
government in 1853’’. The excerpts from this 
report (Report of Drs. Nelson and Macdonnell, 
and Zephirin Perrault Esq., Advocate, of the 
Quebec, Marine, and Emigrant Hospital) reveal 
that the complaint against Dr. Douglas was that 
he was ‘‘in the habit of treating his colleagues 
with marked disrespect, rudeness and injustice’’, 


This report, as quoted by Dr. Nadeau at least, 
does not seem to me to reveal Dr. Douglas as 
the ‘‘evil genius’’ of the hospital, but rather 
throws a favourable light on his character in 
illustrating his reaction to the behaviour of his 
confréres ! 


In considering the accusation of theft levelled 
at M. Ledoyen by Dr, Douglas respecting the 
rifling of Col. Calvert’s possessions while the 
latter lay on his death bed, Dr. Nadeau says: 
‘‘Now, in my opinion, this accusation against 
Ledoyen must not be given too much weight, for 
Douglas’ evidence is not always trustworthy’’. 
Here for instance is an extract from the pre- 
viously mentioned report by Nelson, Macdonnell 
and Perrault: 


‘‘During the interviews between Dr. Douglas and the 
Commissioners, that gentleman made the charges against 
the Officers of the Institution. He stated that some 
of the sailors, inmates of the Hospital, had been robbed 
of their money, and that the money had been divided 
between the present House Surgeon and some of the 
nurses, and the late Steward, Mr. Cutter. That in one 
particular case, a cheque of Mr. Deane’s, the President 
of the Board of Trade, had been cashed, and when the 
owner was about dying, he made a will distributing 
this money amongst the officers of the Hospital above- 
named. That the will was made in an irregular man- 
ner, and the circumstances of the case were so peculiar 
that three Notaries to whom application was made to 
draw up the will, refused to do so, as such a transac- 
tion was discreditable to a charitable institution. Dr. 
Douglas also referred to the case of a sailor named 
McIntosh whose money was stolen from him by one of 
the nurses. The Commissioners having discovered, that 
with the exception of this one case, Dr. Douglas could 
not specify any instance where a similar disposition of 
a patient’s effects had been made, and as this case had 
been thoroughly inquired into, and the accused parties 
acquitted by the decision of Your Excellency, the Com- 
missioners did not conceive that they were called upon 
to reinvestigate the matter.’’ 


Yet earlier in his article Dr. Nadeau describes 
the immoral condition of the hospital, and names 
several reports as supporting evidence. 

In his treatment of Dr. Douglas, it would 
appear that Dr. Nadeau has been over hasty 
and rather unfair, for he describes him as the 
‘*evil genius’’ of the Hospital, and then reveals 
him to be the only man openly attacking his 
amoral contemporaries, and then finally declares 
‘‘his greatest fault was jealousy’’. 

Dr. Nadeau suggests that Douglas’ word is not 
trustworthy, although he has not shown a single 
instance of falsehood, nor, I think, does Douglas’ 
character suggest that such instances exist. 
Doubtless he had many enemies, as men of such 
powerful personality are bound to have, but it 
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would be difficult, I believe, to find a more gen- 
erous man, or one more concerned over the wel- 
fare of his patients. 


J. R. D. BAYNE. 
6 Portland Ave., 
Sherbrooke, Que., 
July 18, 1944. 


To the Editor: 


Dr. Bayne’s comments on my paper, Ledoyen 
and his Disinfectant, have been communicated 
to me, In reply to the charge that in my treat- 
ment of Dr. Douglas I have been ‘‘over hasty 
and rather unfair’’, I will content myself with 
giving two quotations. The first one is taken 
from Report of Drs. Nelson and MacDonnell, 
and Zephirin Perrault, Esq., Adocate, of the 
Quebec, Marine and Emigrant Hospital. Printed 
by Order of the Legislative Assembly. Quebec: 
Printed by John Lovell at his Steam Printing 
Establishment, Mountain Street. 1853. (pp. 
96-97). It is the conclusion of the report of 
the Commissioners of Enquiry, Nelson, Mac- 
Donnell and Perrault. 


‘‘The Commissioners of Enquiry have now to per- 
form a duty no less imperative than disagreeable, but 
from which they cannot shrink without proving them- 
selves unworthy the confidence placed in them by Your 
Excellency. It must ere this have appeared evident to 
Your Excellency, that the spirit of opposition displayed 
by Dr. Douglas towards his superior officers, has at all 
times been manifest, and that he does not appear to 
have been ever pleased with the order of things, except 
when the whole management was in his own hands, and 
when his opinion was law. Since the appointment of 
new Commissioners, this opposition has assumed a more 
marked character, and has led, in a great degree, to 
the disorderly management of the Hospital. It may 
be supposed that the late Commissioners having re- 
signed, better order and more cordiality will be observed 
in the Establishment, and that it is likely that Dr. 
Douglas will act with the present Board of Managers 
more peacefully and cause less anxiety to the Government. 


‘*The Commissioners of Enquiry cannot bring them- 
selves to believe this:— they are still of opinion that 
nothing short of absolute rule will satisfy Dr. Douglas, 
and that if the management of the fiscal Department 
of the Hospital were placed under his control, he would 
not be content until he obtained equally despotic power 
over the Medical Department. The late Commissioners 
being now disconnected with the Hospital, it would be 
ungracious to allude to their conduct towards Dr. 
Douglas, further than to remark that, there seems to 
have been a complete ‘incompatibility of temper’ be- 
tween the parties—and although the Commissioners of 
Enquiry do not deny that these gentlemen may have 
given Dr. Douglas serious cause of complaint on various 
occasions, yet they have not yet arrived at their decision, 
solely on account of these disagreements between the 
parties, which seem evidently to owe their origin to Dr. 
Douglas, in the first instance. 

‘‘Unfortunately for his own reputation as well as 
for the interests of the Hospital, and indeed, the char- 
acter of the Medical Profession, Dr. Douglas has been 
in the habit of treating his colleagues with marked dis- 
respect, rudeness and injustice, which conduct taken 
into conjunction with his usual treatment of the other 
Officers, and his intolerance of proper control and dis- 
positions for creating dissatisfaction, if not disturbances 
in the Hospital, leave no alternative to the Commissioner 
of Enquiry, than to recommend to Your Excellency, 
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that the services of Dr. Douglas be henceforth dispensed 
with. 


‘«They beg respectfully to state for Your Excellency’s 
information, that they have reflected caréfully over 
this matter, and have endeavoured as much as possible, 
to find some extenuating circumstances which would 
have obviated the measure now recommended; they be- 
lieve they have given due consideration to the injury 
the Hospital will sustain by the loss of an able and 
experienced Surgeon, but they also recollect that other 
Medical Officers connected with the establishment have 
performed their duties equally as‘ well and as con- 
scientiously as Dr. Douglas, whom he has been in the 
daily habit of grossly insulting, not only before other 
members of the staff, but even before the nurses, 
students and the patients themselves. These gentlemen 
were appointed to office by the Government; they were 
declared the equals of Dr. Douglas; they were alike 
responsible for the proper performance of their duties, 
and had they proved themselves unfit for these duties, 
Dr. Douglas should have made known the circumstances 
to the Commissioners’ or to the Executive, and not made 
them the subject for public discussion, and the means 
for injuring the professional reputation of the Officers 
of a Public Hospital;—one of whom is his own brother- 
in-law, and another his most intimate friend! But what 
excuse can be urged for the slights cast upon the whole 
staff by Dr. Douglas’ performing operations without 
consulting his colleagues, and by his bringing Dr. Fre- 
mont and others, not connected with the Hospital, to 
assist him at these operations, when there were five 
colleagues equally competent to perform that service. 
Assuredly no greater insult could have been offered to 
them, no greater mark of want of confidence could have 
been exhibited; no act could more completely shake the 
confidence of the patients in their medical attendants, 
and apparently this striking departure from Hospital 
usage seems to have been adopted from invidious motives. 


‘*Tt is foreign to the present investigation to express 
an opinion upon the sense of delicacy displayed by these 
gentlemen in countenancing on the part of Dr. Douglas 
such acts of disrespect to his own colleagues, 


‘*As was before observed, it is not difficult to con- 
ceive the numerous occasions in which this conduct has 
led to altercations and unseemly rencontres, when it is 
recollected that, both in his verbal and written evidence, 
such unmeasured terms of abuse are heaped upon all 
connected with the Institution.’’ 


And now. this is what James Douglas has 
written of his father (Journals and Reminis- 
cences of James Douglas, M.D., New York, 1910, 
12-13) : 


‘‘He had many of the qualities of greatness, for his 
character possessed the elements out of which either 
a man of wide professional repute or a statesman of 
commanding influence might have been compounded, 
and therefore those who knew him well wondered that 
he remained obscure. Perhaps he knew himself better 
than others knew him, and may have suspected that 
the strong properties of his nature were mingled with 
others so inconsistent that the resultant was a character 
too eccentric and full of contradictions to bear the 
scrutiny of the public eye. It is just such anomalies 
that give individuality to human life. They make some 
public men picturesque, but they more often make them 
dangerous. Not a little of the evil work of the world 
is done by its strong men, honest and conscious of their 
perfect integrity, but using their strength amiss under 
the impulse of some extravagant whim, grotesque fancy, 
or overweening confidence in the infallibility of their 
judgment. ’’ 


GABRIEL NADEAU. 


Rutland, Mass., 
July 23, 1944. 
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Special Correspondence 
The London Letter 


(From our own correspondent ) 


MeEpDICAL EDUCATION 


The long-awaited Goodenough report on medi- 
‘eal education has just been published and the 
two years which the committee has spent in- 
vestigating the subject has clearly been put to 
full advantage. The large volume of over 300 
pages deals with detailed ways in which reforms 
long overdue can be earried out. Like the 
College of Physicians report, this one pleads for 
a better method of selecting students and more 
financial help. As a unit it recommends a medi- 
cal teaching centre based on a university with 
a student entry of about 100. The parent teach- 
ing hospital should have access to about 1,000 
beds with neighbouring hospitals and clinies to 
provide further facilities for clinical work. The 
ways in which this is to be accomplished are 
perhaps too domestic for mention here but it 
may sound strange to find strong recommenda- 
tions for a full-time professorial staff in most 
subjects. A greater interest than this outside 
the British Isles will be recommendations for 
postgraduate study. For consultants and spe- 
cialists, the reeommendations put forward by the 
Royal College for a period of five years’ train- 
ing after registration are generally accepted. 
For general practitioners it is suggested that 
although for many vears refresher courses will 
be necessary, it is hoped that eventually it will 
be possible to link doctors doing this work with 
hospitals and specialists by means of clinical 
assistantships. In London, far-reaching plans 
for the development of a federation of general 
and special postgraduate institutes are described 
to embrace the present British postgraduate 
medical school. The whole scheme will cost 
money but it is reckoned only to come to about 
2% of the estimated cost of the proposed com- 
prehensive health service in its first year. The 
scheme will also need many more teachers and 
clearly this is the most urgent problem. 


HEALTH IN 1943 


Vital statistics for the fourth year of war 
have now been analyzed in some detail and they 
show quite remarkable figures; for example: 
the infant mortality rate, under 50 for the first 
time, at 49 per thousand represents a record 
low level. The neonatal death rate has also 
improved, having in fact come down from nearly 
31 in 1933 to 24.5 ten years later. The average 
death rate was unfortunately spoiled, so to 
speak, by the influenza epidemic at the end of 
last year; but even so, it stands at a very satis- 
faetory level. So also does the erude birth rate. 
Deaths from diphtheria are down, particularly 
in the age groups between one and fifteen where 
the effects of immunization are most likely to be 
effective. Indeed, the total deaths from this 
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disease in 1943 are half what they were in 1933. 
Tuberculosis is still up as compared with pre- 
war years but there is very little change from 
last year except perhaps in middle-aged men, 
attributed as a speculation to the poor ventila- 
tion of rooms where this section of the popula- 
tion does its fire-watching duties. Various 
reasons can be alleged for these good results but 
possibly war-time diet must in fairness be put 
high in the list. The Minister of Food has told 
us that he can maintain existing ration scales 
for the rest of the year except in milk and this 
is really a remarkable achievement when the 
traffic on railway and roads oceasioned by the 
invasion of Europe is borne in mind. Indeed 
it is reported that growing adolescents show an 
average increase in weight while in middle age 
the usual excess is said to be less marked. 


RoyYAL COLLEGE OF SURGEONS 


An interesting recent development of this 
college is the announcement that the council 
proposes to co-opt fellows or members to repre- 
sent certain specialties and also general practice. 
The co-opted members will have similar rights 
and after the war alterations in the college 
charter will be undertaken to put the whole 
matter on a legal basis. 


PATENT MEDICINES 
While investigating a group of volunteers for 
their hemoglobin, the opportunity was taken to 
inquire about patent medicines. Nearly 300 | 
persons were questioned and they were asked 
about remedies not taken under medical advice. 
It was found that 78% of the women and 72% 
of the men were indulging in self-medication, 
although the majority professed themselves as 
thoroughly healthy. The list of 20 medicaments 
varied from sedatives to laxatives and herbal 
remedies and it was rather interesting that de- 
spite all the propaganda of recent years, only 
seven were taking either iron or vitamins to sup- 
plement their food, 
ALAN MONCRIEFF. 
London, August, 1944, 





Gnibersity Notes 


University of Manitoba 


Representatives of groups who charged there 
was racial discrimination in the admission of 
students to the medical faculty of the Univer- 
sity of Manitoba conferred on August 1 with 
Premier Stuart Garsen, Hon. J. C. Dryden, 
minister of education, and Hon. Ivan Schultz, 
minister of health and public welfare and 
formerly minister of education. 
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McGill University 


Diploma Course in Tropical Medicine Offered 
by McGill University 


This course is offered for the first time during 
the session 1944-1945. Its object is to train 
medical graduates to deal with medical problems 
which may be met in tropical areas. The course 
is divided into several units, each consisting of 
approximately three months’ work. Three units 
are required to qualify for the diploma. In this 
way the course will meet the needs. of individuals 
with different previous training. <A unit of three 
months in Parasitology and Tropical Medicine 
is compulsory for all. Students who have re- 
cently graduated will be offered training in the 
Out-patient Departments of the hospitals associ- 
ated with the University, and in the Child Wel- 
fare Clinics. They will also be offered an op- 
portunity to receive three months of practical 
experience in an approved hospital in the 
tropics. This training will satisfy the require- 
ments of a fifth year of professional training 
for students who wish to sit the examinations of 
the Dominion Council. 


The course is also suggested as a refresher 


course for medical graduates who have been © 


working in the tropics, and who wish to take 
advanced work in Parasitology and other 
branches related to tropical hygiene. 

Unit I.—The course in Tropical Medicine and 


Parasitology is a basic one, covering Bacteri- 
ology, Parasitology, and Medical Entomology as 
applied to Tropical Medicine and includes an 
introduction to Nutrition and Hygiene as ap- 
plied to the tropics, as well as a systematic 


review of tropical diseases. Ten weeks of this 
course are given at the Institute of Parasitology 
at Macdonald College, Ste. Anne de Bellevue. 
Special prominence is given to laboratory work. 

Unit II.—The course in the Care of Ambu- 
latory patients is arranged to give supervised 
experience in the important diseases common to 
tropical and temperate climates. Disease will 
be considered in its various aspects as a com- 
munity problem, Syphilis, dermatology, tuber- 
culosis, child welfare, pediatrics and hematology 
will be stressed. 

Unit III.—¥Facilities have been arranged for 
clinical experience in the tropics, under experi- 
enced supervision. The facilities of the Deme- 
rara Bauxite Company have been made avail- 
able, and other qpportunities will also be ar- 
ranged in the Caribbean area. 

The fee for the complete course will be 
$250.00. Units of the course may be taken 
consecutively or separately as desired. 


Dr. F. Cyril James, principal and vice-chan- 
eellor of McGill University has announced that 
the board of governors has set up a special fel- 
lowship in medicine for the postgraduate train- 
ing of outstanding Chinese medical men. 
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Dr. James, in announcing that Dr. Yang 
Gia-liang, associate professor of surgery at the 
West China Union University at Chengtu, had 
been awarded the first fellowship and had 
arrived here to commence his work, stated: 

‘*In token of the appreciation of the heroism 
of the people of China, and particularly of the 
magnificent work done during the past 10 years 
of the medical profession in that country, the 
board of governors of McGill University has 
decided to award a small number of McGill- 
Chinese Medical Fellowships to outstanding 
physicians and surgeons from China. 


Must BE M.D. HOLDERS 


‘‘The candidates for such fellowships must 
be fully qualified physicians or surgeons on the 
staff of medical schools or hospitals in China, 
and the fellowship is intended to provide an op- 
portunity for postgraduate study at the uni- 
versity. Each individual will also receive a 
senior intern’s appointment at one of the teach- 
ing hospitals of the city. 

‘“Beeause of the circumstances of the war it 
is not likely that the Chinese Government will 
be able to grant permission for many individuals 
of this calibre to come to Canada in the near 
future. However, McGill University is pleased 
to announce that Dr. Yang has been granted the 
first MeGill-Chinese Medical Fellowship. ’’ 


Dr. F. E. McKenty, surgeon-in-chief at the 
Royal Victoria Hospital, has already welcomed 
Dr. Yang, who has been appointed to an intern- 
ship at the hospital, in the department of 
surgery. 


LED CLASS IN CHINA 


Dr. Yang graduated from West China Union 
University with the degree of M.D. in June, 
1935, at the head of his class. He had obtained 
a B.Se. degree three years previously in natural 
science. He is also a graduate nurse, having 
taken a nursing course in the Canadian Mission 
Hospital, Chengtu, before studying medicine. 

Immediately after graduation in medicine, Dr. 
Yang went to Peiping where he was an intern 
in surgery on the staff of the Peiping University 
Medical College for a year and a half. He re- 
turned to Chengtu in 1937, and became a resi- 
dent in surgery on the staff of the Canadian 
Mission Hospital, the main teaching hospital of 
the West China Union University. In 1939 he 
was appointed to the staff of the university as 
instructor in surgery and in 1942 he was made 
an associate professor. 


___—_——_. 


Dr. J, C. Meakins, who returns from active 
service with the R.C.A.M.C. this summer, will 
resume his position as dean of the Faculty of 
Medicine and chairman of the department of 
medicine at McGill University, Dr. F. Cyril 
James, principal and vice-chancellor, has an- 
nounced, During his absence, the former post 
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was held by Dr. John R. Fraser and the latter 
by Dr. E. S. Mills. 

In the Faculty of Medicine, Dr. Fraser B. 
Gurd has been named chairman of the Depart- 
ment of Surgery, succeeding Dr. F. E. McKenty. 





Abstracts from Current Literature 


Medicine 


The Effect of Large Doses of Menadione Bisulfite 
(Synthetic Vitamin K) on Excessive Hypopro- 
thrombinemia Induced by Dicumarol. Cromer, H. 
E. and Barker, N. W.: Proc. Staff Meet. Mayo Clinic, 
1944, 19; 217. 


Menadione bisulfite, usually in a single dose of 64 
mgm., was administered intravenously to 37 patients who 
had developed an excessive deficiency of prothrombin 
after administration of dicumarol. All but two patients 
responded satisfactorily to administration of menadione 
bisulfite. The response was classified as satisfactory 
when the prothrombin time fell to within what are con- 
sidered to be safe limits. In three cases, the reduction 
of prothrombin time was not great. In the remaining 
32 cases a marked and relatively rapid lowering of pro- 
thrombin time occurred. No toxic or untoward reactions 
followed administration of the menadione bisulfite. 

Bleeding which had occurred in three cases after ad- 
ministration of dicumarol, ceased after administration 
of menadione bisulfite in two cases, and after menadione 
bisulfite and a transfusion in the third case. 

It is felt that the administration of menadione bi- 
sulfite intravenously in doses of 64 mgm. to patients 
who exhibit excessive deficiency of prothrombin after 
administration of the usual doses of dicumarol will 
definitely increase the safety factor of dicumarol 
therapy. S. R. TOWNSEND 


Myasthenia Gravis; A Consideration of its Causation 
in a Study of Fourteen Cases. Wilson, A. and 
Stoner, H. B.: Quart. J. Med., 1944, 13: 1. 


Myasthenia gravis may manifest itself at any age (in 
this series one case was present at birth). The bulk of 
evidence is against any hereditary influence. The only 
predisposing factor found in this series was emotional 
disturbances which preceded the onset in four of the 
fourteen cases. Emotional factors have previously been 
credited with increasing the symptoms of established 
cases of the disease. In eight cases a history was ob- 
tained of marked exaggeration of symptoms on ex- 
posure to sunlight and this was confirmed by actual trial. 
Since exposure to heat from electric or coal fires did not 
have this effect the authors conclude that the effect is 
due to some particular wave-length of sunlight. 

Myasthenia gravis practically always starts as a 
localized process in one or two groups of voluntary 
muscles. The characteristic weakness and rapid fatiga- 
bility may begin in the muscles of the eyes, face, 
pharynx, palate, limbs, neck or trunk. In the fourteen 
cases of this series the presenting symptoms were 
diplopia (four cases), ptosis (four cases), weakness of 
arms and legs (four cases) and difficulty in chewing 
(two cases). Progression of symptoms was rapid in 
most cases which were well established in a period of 
from six weeks to six months (one case was an excep- 
tion, requiring five years to fully develop). Fluctuation 
in the severity of symptoms was common but remissions 
were infrequent and did not occur in the one case which 
became pregnant on two occasions, despite the usual 
good effect of pregnancy on myasthenia gravis. No 


clinical or hematological evidence of disturbance of the 
lymphatic system was found and x-ray examination of 
all cases showed no abnormality of the thymus. 


Exhaustive study showed the serum cholinesterase 
activity to be no greater than in normal persons and no 
evidence was found to indicate that the muscular weak- 
ness was due to an excessively rapid destruction of 
acetylcholine by cholinesterase. By means of ciné- 
camera and ergograph studies it was shown that exercise 
of a remote group of muscles produced an increase in 
the severity of the signs in the affected muscles. 

Using the isolated nerve-muscle preparation of the 
frog a block in neuromuscular transmission was pro- 
duced by the serum of myasthenia gravis patients not 
under the influence of prostigmin treatment. This effect 
was not obtained when the serum was collected during 
prostigmin administration. 

The authors conclude that the blood of patients with 
myasthenia gravis contains a substance which inter- 
feres with neuromuscular transmission and inhibits the 
normal action of acetylcholine on voluntary muscle. The 
exact chemical nature of this substance is unknown, it is 
inactivated by twenty-four hours of refrigeration and it 
is slightly soluble in alcohol. It is possible that the 
thymus may play a part in the secretion or control of 
this substance. NorMAN §. SKINNER 


A Double Ova Pregnancy in which the Rh Positive 
Twin Developed Erythroblastosis. Potter, E. L.: 
J. Pxdiat., 1944, 24; 449. 


In this family there were twins, both males, resulting 
from the fertilization of two eggs. The father was 
heterozygous for the Rh factor, so that one twin was Rh 
positive, the other negative. The former developed 
erythroblastosis and died, the second remained well. 
Blood groups of the family were as follows, mother was 
O MN Rh negative; father was O NN Rh positive; the 
first child, a normal 9 year old girl, was O Rh positive, 
(M and N factors not given for this child) ; the normal 
twin was O MN Rh negative; the affected twin was 
O MN Rh positive. Both fetuses were subjected to the 
same antibodies circulating in the placental blood, but 
only the twin whose cells reacted with the antibodies for 
Rh positive cells was affected. 

MapDcE THURLOW MACKLIN 


Surgery 


Carcinoma of the Cervix— The Wertheim Operation. 
‘*Cancer du col utérin — Opération de Wertheim.’’ 
Meigs, J. V.: Surg., Gyn. & Obst., 1944, 78: 195. 


L’auteur dans ce travail, veut démontrer que chez des 
patients bien choisis et bien préparés, l’opération de 
Wertheim, améliorée par la méthode de dissection des 
ganglions lymphatiques pelviens employée par Taussig, 
peut étre pratiquée sans danger de mortalité élevée. Il 
appuie sa démonstration sur la présentation de 47 cas. 

Cinq raisons principales 1’ont conduit & adopter cette 
méthode de cure opératoire des cancers du col utérin: 
(1) La résection du col supprime les chances de récidive 
locale, (2) Elle supprime également, si pratiquée précoce- 
ment et largement, toute possibilité de nouvelles poussées 
cancéreuses de voisinage. (3) Certains cancers du col 
sont revelles & la radiothérapie, comme le prouve les 
biopsies pratiquées aprés traitement radiothérapique. 
(4) Moindres risques de lésions intestinales ultérieures, 
si l’on pratique 1’intervention chirurgicale. (5) Seule 
la chirurgie peut faire disparaitre les métastases can- 
céreuses qui atteignent les ganglions lymphatiques pro- 
fonds du pelvis. 

L’auteur explique ensuite la thérapeutique et les soins 
pré-opératoires qu’il emploie afin de tirer le maximum de 
l’intervention chirurgicale qu’il pratique: transfusions, 
vitamines, sulfadiazine, puis sulfanilamide, radium dans 
certains cas avec ou sans radiothérapie; (radiations dans 
40.4% des cas). Il décrit ensuite la technique opératoire 
employée. 

A part le danger des traumatismes de 1’uretére notam- 
ment des fistules, survenant dans 10% des cas, et qu’il 
faut chercher & réduire, 1’auteur estime que le traitement 
chirurgical qu’il préconise est, & son avis, supérieur au 
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seul traitement radiothérapique. Sur les 47 cas pré- 
sentés, il n’enregistre aucune mort opératoire, et 1’en- 
semble des résultats post-opératoires est assez satis- 
faisant. PIERRE SMITH 


Obstetrics and Gynecology 


Incidence of Hemolytic Disease of the Fetus. Boor- 
man, K. E., Dodd, B. E. and Mallison, P. L.: J. Obst. 
§ Gyn. Brit. Emp., 1944, 51; 1. 


The value of serological tests in prognosis in families 
in which the occurrence of hemolytic disease of the 
fetus is suspected may be summarized as follows. When 
one or more unexplained stillbirths have occurred, the 
likelihood of their being caused by iso-immunization can 
be examined. Although the incrimination of iso-im- 
munization as a cause will usually lead to the formation 
of a gloomy prognosis, this may at least save the 
patient from expensive and unnecessary treatment and 
should ensure that she does not suffer harm by receiving 
an Rh positive blood transfusion. 

In families in which one or more possible cases of 
hemolytic disease have occurred, some idea of the prog- 
nosis for future siblings can be gained by testing any 
living siblings, for if any of them is found to be Rh 
negative there will be an equal chance of an Rh negative 
and therefore normal child in any subsequent pregnancy. 
These serological tests are likely to prove most helpful 
in (1) cases of stillbirth when the fetus is not or cannot 
be properly examined; (2) in cases in which an infant is 
jaundiced but the diagnosis of hemolytic disease is in 
doubt; (3) as a routine in women of child-bearing age; 
(a) to detect Rh negative persons so as to ensure that 
they do not receive Rh positive transfusions; (b) to 
detect anti-Rh agglutinins in the sera of Rh negative 
women so that birth of an affected infant can be antici- 
pated and steps taken to provide facilities for its early 
treatment with Rh negative blood transfusions. 

P. J. KEARNS 


Two Unusual Causes of Intraperitoneal Bleeding. 
Haultain, W. F. T.: J. Obst. § Gyn. Brit. Emp., 1944, 
51: 38. 


Perforation of advanced chorionepithelioma causing 
severe intra-peritoneal bleeding, was found in one case. 
On opening the abdomen the peritoneal cavity was found 
to be full of blood and blood clot; both Fallopian tubes 
and ovaries were found to be healthy and there was not 
any evidence of tubal gestation. On examination of the 
body of the uterus, however, it was found to be enlarged 
to the size of a 6 to 8 weeks’ gestation and 2 hemor- 
rhagic areas were found near the fundus anteriorly, one 
of which was bleeding profusely; these looked like per- 
forations but it was impossible to say from what cause. 

The second patient is even of greater interest, and 
the condition apparently of greater rarity, as the author 
could not find any record of a similar case. This was also 
a case of severe intra-peritoneal bleeding due, so far as 
could be diagnosed, to a perforation of a small artery at 
the base of the pouch of Douglas on the rectal wall by 
a very small ectopic tumour consisting of villi, which 
were undergoing hydatidiform degeneration, the tissue 
closely resembling a hydatidiform mole. P. J. KEARNS 


The Effect of the Interval Between Births on Maternal 
and Fetal Outlook. Eastman, N. J.: Am. J. Obst. § 
Gyn., 1944, 47: 445. 


Infants born from twelve to twenty-four months after 
a previous viable delivery (that is, during the second 
year) have at least as low a stillbirth and neonatal 
mortality as do infants born after longer intervals. The 
longer the interval between births, the more likely is the 
mother to suffer from some form of hypertensive 
toxemia of pregnancy. In patients who have had a 
previous hypertensive toxemia of pregnancy, the likeli- 
hood of repetition becomes progressively greater as the 
interval becomes longer. The incidence of the following 
conditions is no greater when the interval is twelve to 
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twenty-four months than when the interval is longer: 
premature labour, anemia, post-partum hemorrhage and 
puerperal infection; nor are mothers in this brief 
interval group less able to nurse their babies. The 
weight of the mature babies was approximately the same, 

regardless of the interval. 
For the best maternal and fetal outlook the author 
believes that youth is a better ally than child spacing. 
Ross MITCHELL 


The Blood Pressure in Midwifery. Radcliffe, W.: Brit. 
M. J., 1944, 1; 354. 


Many practical lessons are to be learned from obser- 
vation of the blood pressure of women in labour and the 
puerperium. Since they produce much marked hyper- 
tension, the barbiturate drugs should be used only in 
the early stages of labour, and are best avoided within a 
short time of delivery. Also any hypertension which 
may be present during the third stage of labour is to be 
regarded as a danger sign, and the blood pressure should 
be restored before anything else is done, the only excep- 
tion to this rule being the minimum steps necessary to 
stop hemorrhage. It is not always appreciated that in 
eases of traumatic shock the precipitating injury pre- 
cedes the secondary factors such as pain, exhaustion, 
drug depression, and injudicious rough handling which 
join in to complete the clinical picture; whereas in 
labour most of these factors will haye been present for 
some hours before the final trauma which determines 
and initiates shock. The ultimate state of shock is the 
same but the sequence is different. When, therefore, a 
long and difficult labour is anticipated we have a par- 
ticularly favourable opportunity of controlling these 
accessory factors, especially if we study the blood 
pressure. Ross MITCHELL 


Neurology and Psychiatry 


Intellectual Impairment in Head Injuries. 
Am. J. Psychiat., 1944, 100: 480. 


This is an investigation of a series of cases observed 
from the earliest possible moment following an accident 
for the purpose of inquiry into the modes of develop- 
ment of various post-traumatic disorders. The majority 
of the patients studied were brought to the Boston City 
Hospital within a few hours after the accident. Usually 
the psychological examination took place one or two days 
following the accident, although in cases with prolonged 
disturbances of consciousness testing had to be postponed 
until co-operation became satisfactory. The duration of 
intellectual impairment in these patients is usually a 
matter of weeks, although in certain severe cases there 
may be from time to time impairment at the end of 
three months. This is usually found in patients who 
are disoriented for two weeks or longer following the 
accident. The great majority of cases improve as time 
elapses between the examination and the injury and only 
a very small percentage fail to show improvement. This 
is in accord with the general tendency of traumatic 
lesions toward improvement. 

In the conclusions the author states that about one- 
half of all subjects suffering from head injury show 
slight intellectual defect. This becomes less marked 
with increasing remoteness from the time of injury. If 
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the impairment is reversible the duration is usually a 


matter of less than three months. The impairment seems 
to be related to the severity of the brain damage. The 
more serious the intellectual defect, the higher is the 
incidence of abnormal neurological signs. 

BaRuCH SILVERMAN 


Genetic and Environmental Factors in Psychoses of 
Children. Yerbury, E. C. and Newell, N.: Am. J. 
Psychiat., 1944, 100: 599. 


This is a study of 56 children diagnosed as psychotic 
in the Massachusetts state mental hospitals who were 
compared with a control group of 56 average children, 
in an attempt to determine the significance of hereditary 
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and environmental factors in the development of mental 
illness in children. Investigation of the family histories 
reveals the predominance of unfavourable hereditary 
evidence in the parents of the psychotic children. There 
was a complete lack of security in the human relation- 
ships to which the psychotic children were subjected. 
Many of them came from homes where they had been 
very badly treated and this seemed to be directly related 
to the immaturity and sense of insecurity which these 
children had in their social relationships. The mental 
conflicts in the psychotic children centred around their 
personal relationships and sex experiences, whereas the 
conflicts in the control group were chiefly concerned 
with school difficulties and social strivings. Psychic 
traumas, such as shock because of the death of parents 
to whom the child was markedly attached, also played a 
significant réle in the mental breakdown of a large 
number of these psychotic children. In contrast with 
this group the control series of children had for the 
most part led happy, active and well-organized lives. 
The authors conclude by emphasizing the importance of 
giving children a sense of security, affection and op- 
portunities to progress in accordance with their mental 
capacity. BARUCH SILVERMAN 


Tuberous Sclerosis. Ross, A. T. and Dickerson, W. W.: 
Arch. Neurol. § Psychiat., 1943, 50: 233. 


The usual clinical criteria for the recognition of 
tuberous sclerosis are adenoma sebaceum on the face, 
retinal tumours, mental deficiency, and convulsions. Not 
all of these need be present in any one patient. These 
authors report this disease in a woman whose parents 
were cousins. There were nine children in the family. 
The first was a daughter, who had glioblastoma multi- 
forme of the septum pellucidum. She had five children, 
all of whom had some mental aberration. Two were 
feeble minded; one was feeble minded and epileptic; 
one had hypoplasia of the brain; and was an epileptic, 
dying at the age of 5 years. The fifth had tuberous 
sclerosis. A second child in the family of nine was an 
epileptic with a nevus on the right cheek. He died at 
13 years. The third affected child in the sibship of nine 
was the woman with tuberous sclerosis. She had three 
children, two of whom were imbeciles, with no convul- 
sions, the third was probably feeble minded. 

MADGE THURLOW MACKLIN 


Psychology 


Prolonged Cases of Grief Reaction Treated by Electric 
Shock. Myerson, A.: New Eng. J. Med., 1944, 230: 
255. 


Successful results were obtained with the use of 
electric shock therapy in four women having ‘‘grief 
reactions’’ caused by the sudden loss of a loved one. 
Psychotherapy had previously been employed without 
benefit. In three patients the depression had been 
present only a few months and from two to five treat- 
ments, of a degree not sufficient to produce anemia, 
brought about a satisfactory psychological adjustment. 
In the fourth patient the condition had persisted for 
almost four years and it was necessary to produce an 
amentia by more intensive shock therapy before cure 
was obtained. 

The value of shock treatment does not appear to 
have a psychological foundation. Physiological altera- 
tions of an unknown type take place and bring about 
recovery. NorMAN S. SKINNER 


Dermatology 


Contact Eczema Due to Nail Polish. Dobes, W. L. and 
Nippert, P. H.: Arch. Derm. g& Syph., 1944, 49: 183. 
An Unusual Example of Dermatitis Due to Nail Polish. 
Madden, J. F.: Arch. Derm. § Syph., 1944, 49: 197. 
Dermatitis Due to Shoes. Shaw, C.: Arch. Derm. ¢ 
Syph., 1944, 49: 191. 
The three articles grouped above draw attention 
to the incidence of contact dermatitis from two im- 
portant sources. Nail polishes and shoe materials are 
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responsible for numerous cases of dermatitis in a large 
proportion of which the causative agent is unsuspected. 
In one group, the cause is frequently, confidently and 
wrongly ascribed to mycotic infection. 

Dobes and Nippert report on 90 patients with 
dermatitis due to nail polish, The age range was 
from 2 to 60 years, and all patients but one were 
white females. Seven cases reported in detail who 
presented interesting diagnostic problems are well 
illustrated by a series of excellent photographs. 

Eleven patients had the dermatitis on parts other 
than the face and neck; the eyelids alone were in- 
volved in 22 cases and other parts of the face were 
affected in the remainder. The chin and neck, after 
the eyelids, were most frequently affected. 

The usual nail polish is composed of a body, a 
plasticizer (such as synthetic resin), a solvent, a dye 
and a perfume. The possible combinations are almost 
unlimited. Any one, or a combination of two or more 
of the ingredients, may theoretically be a source of 
trouble in a susceptible person. It is also believed 
with good reason that the ingredients, especially the 
solvents, may vary from time to time in any of the 
standard nail polishes. The tests made by the authors 
appear to show that while any of the ingredients 
can be the offending agents, most patients are able 
to find a brand of colourless nail polish which they 
may wear with impunity. 

The dermatitis is characteristically dry and patchy 
with occasional variations such as vesiculation and 
diffuseness. Clinical observation is of more value than 
patch-tests in detecting sensitivity. 

Madden reports an unusual case of nail-polish 
dermatitis in which the individual affected, who pre- 
sented the usual eyelid and neck involvement, was 
not the wearer of the nail polish, the latter being 
worn by her bed-mate. 

Shaw refers to the practice which has become wide- 
ly prevalent in the past 25 years of ascribing all 
vesicular eruptions on the feet to mycotic infection 
(‘‘athlete’s foot’’). He enumerates 8 features of dif- 
ferential diagnostic value which may be found in shoe 
dermatitis. These are: (1) Time relation between ap- 
pearance and disappearance of the eruption and wear- 
ing or leaving off new or freshly dyed shoes. (2) 
Positive patch-tests to shoe material. (3) Negative 
microscopic and cultural findings and absence of 
favourable effect from fungicidal therapy. (4) Rela- 
tively greater itching which often precedes the erup- 
tion. (5) Lack of interdigital movement. (6) Sharply 
outlined border of dermatitis. (7) Predilection for 
the great toes and dorsal surface of toes and feet. 
(8) Involvement of ankles when high shoes worn. 

The causative chemicals may be those used in pro- 
cessing the leather, anti-mildew agents in the canvas 
lining (chiefly chlorophenols, mercury and copper 
compounds), glue and dyes, and synthetic substitute 
materials. Patch-tests are frequently of value in 
identifying the source of the trouble. 

D. E. H. CLEVELAND 


Pathology and Experimental 
Medicine 


Penicillin in the Treatment of Experimental Infec- 
tions with Spirillum Minus and Streptobacillus 
Moniliformis (Rat-Bite Fever). Heilman, F. R. 
and Herrell, W. E.: Proc. Staff Meet. Mayo Clinic, 
1944, 19: 257. 


A rather debilitating, and at times serious disease 
which follows the bite of a rat and is known as rat-bite 
fever, has been known for many centuries. It has been 
established that this disease may result from infection 
due to either Spirillum Minus or Streptobacillus monili- 
formis. Infections due to the latter organism also may 
occur in epidemic form in which the bite of a rat is not 
the source of infection. 

Arsenicals have been found satisfactory in the treat- 
ment of Spirillum minus infections, although arsenical 
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therapy is occasionally followed by undesirable reactions. 
In the treatment of infections owing to the Strep. 
moniliformis, arsenicals have not proved of value nor 
have any of the sulfonamide compounds. Gold therapy 
has been shown experimentally and clinically to be of 
value in the treatment of Strep. moniliformis infection. 
Gold therapy also at times may be followed by toxic 
reactions. 

In the studies reported the effect of penicillin on 
experimentally produced infections were noted. Fifty 
mice were infected with Spirillum minus, 25 were treated 
with penicillin and 25 were untreated. The blood of all 
the surviving untreated mice with one exception was 
found to contain spirilla during the thirty-seven days of 
observation. The blood of the 25 treated mice contained 
no spirilla after the first day of treatment with penicillin. 
No relapses occurred and no spirilla could be found in 
the blood subsequently. 

Eighty-six mice were subjected to infections due to 
Strep. moniliformis. Of the 43 untreated mice, 42 died, 
a mortality rate of 98%. All 43 mice treated with 
penicillin survived. These studies suggest that penicillin 
should prove useful in the treatment of infections in 
man owing to either Spirillum minus or Strep. monili- 
formis. S. R. TOWNSEND 


Penicillin in the Treatment of Experimental Psitta- 
cosis. Heilman, F. R. and Herrell, W. E.: Proc. 
Staff Meet. Mayo Clinic, 1944, 19; 204. 


These authors have reported previously on the pro- 
tective effect of penicillin on mice experimentally in- 
fected with a strain of ornithosis virus of pigeon origin. 
The present report deals with the effect of penicillin on 
experimental infections with the closely related virus of 
psittacosis. 

In the present study, 104 mice were infected with 
lethal doses of the virus of psittacosis. Of the 52 un- 
treated mice, all died, a mortality rate of 100%. Of 
the 52 treated mice, only four died, a mortality rate of 
8%. The virus was not eradicated completely from the 
animal tissues; however it is obvious that penicillin 
protected most of the treated mice against fatal infec- 
tions. 

It is hoped that as a result of these studies penicillin 
may be found useful in the treatment of human infec- 
tions due to this virus. S. R. TOWNSEND 


Retinitis Pigmentosa and Apparently Sex-linked 
Idiocy. Allan, W. and Herndon, C. N.: J. Heredity, 
1944, 35; 41. 


A family pedigree is given of a family in which 
retinitis pigmentosa was brought in by the father 
and idiocy by the mother. Five generations are 
represented in this account, but it is pointed out that 
only a portion of each of these families is repre- 
sented. Family A with retinitis pigmentosa has a 
total of 89 affected persons of whom 72 were living 
at the time of examination. This disease, which is 
inherited differently in different families is behaving 
as a dominant in this pedigree, affecting both sexes, 
being transmitted by both sexes, appearing only in 
children one of whose parents was affected, and tend- 
ing on the whole to affect about half the children 
of any affected parent. Family B in which the idiocy 
occurred had a record of 22 males who were idiots 
in five generations. They all died young before the 
age of reproduction, and the defect was carried by 
normal females, half of whose sons tended to show 
the idiocy. These two families merged at one point, 
in which a man affected with retinitis pigmentosa, 
whose grandfather, mother, two aunts and two uncles, 
numerous first cousins, two brothers and seven nieces 
and nephews as well as two of his children were 
similarly afflicted, married a woman whose great 
uncle, two uncles, four brothers, two nephews and three 
of whose sons were hopeless idiots. One son com- 
bined the idiocy and the retinitis pigmentosa. These 
authors point out that they have found no other 
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family in which the idiocy behaved as a sex-linked 
recessive character. Martin and Bell reported a 
family not long ago in which idiocy tended to behave 
as a sex-linked recessive character, affecting the males 
and being transmitted by the females. 

MADGE THURLOW MACKLIN 


Hygiene and Public Health 


The Decline of Appendicitis. Statistical Bull., Metro- 
politan Life Insurance Co., 1944, 25: 6. 


The mortality from appendicitis reached its peak 
in the United States about the year 1930. Since then 
it has shown a marked and consistent decline. The 
experience of the industrial policyholders of the 
Metropolitan Life Insurance Co. can be seen in the 
accompanying table. 


DeatH Rates Per 100,000 Merropouitan LIFE 
InsuRANCE Co. INDUSTRIAL Dept., WHITE 
Persons BY AGE AND SEx, 1929-31 aANpD 1941-43 


White males 
1941-1943 1929-1931 


12.8 
12.6 
14.4 
17.9 
16.7 
15.1 
16.9 
22.0 
21.3 
21.2 


White females 


1941-1943 


Ages 1929-1931 


1- 4 

5- 9 
10-14 
15-19 
20-24 
25-34 
35-44 
45-54 
55-64 
65-74 
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Apparently these gratifying results have not been 
due to a lowered incidence of appendicitis but to more 
effective treatment. The educational campaign which 
has been waged in recent years has been directed 
towards the encouragement of early hospitalization 
and to the discouragement of the use of laxatives in 
abdominal pain. It is thought that this educational 
campaign has been effective in impressing the public 
with the hazards of undiagnosed abdominal pains and 
particularly with the danger of indiscriminate purgation. 

Chemotherapy with the sulfonamides has undoubtedly 
played an important part, and some credit should prob- 
ably be given to the rapid growth of prepayment hos- 
pital insurance schemes. FRANK G. PEDLEY 


@ bituaries 


Dr. George Barnes Archer, superintendent of a leper 
colony at Perulia, India, has been brutally shot, his 
sister, Miss Edith Archer, Campbellford, has been 
advised. 

A graduate of the University of Toronto (1904), 
Dr. Archer has spent many years in the East. He 
was in the best of health and, although beyond re- 
tirement age, wanted to carry on. It is assumed by 
members of his family in Toronto, that he was at- 
tacked by robbers or some fanatic. He used to sleep 
on his veranda but it appears unlikely that any of 
the 900 lepers attacking him because he was so liked 
and respected by them. 

Since his graduation in 1907, Dr. Archer served 
continuously in the mission field, except for three 
years as an army medical officer in the last war. He 
was 63, and was last home on furlough six years ago. 
In 1914 he married Miss Ethel Dickson, of Toronto, 
who died a year later in India. 

In 1929 Dr. Archer was decorated by King George 
V with the Kaiser-i-Hind Gold Medal, first class, for 
outstanding service to the people of India. 
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Dr. Archer is survived by two other sisters, Mrs. 
J. F. MacGowan and Mrs. G. N. Higginson, Toronto. 
His brothers are James P, Archer, of Campbellford 
and Fred B. Archer, Calgary. 





Dr. Erastus Aull died at his home in Calgary on 
July 2, 1944. He was one of Calgary’s oldest practis- 
ing physicians. He had been in ill health for some 
time preceding his death. Born in Belleville, Ont., 
where he received his education before entering 
Trinity College, Toronto, from which institution he 
graduated in medicine in 1899. He practised jn 
Toronto for a year then took postgraduate work in 
Edinburgh. Following this, he spent a year as house 
surgeon at the Winnipeg General Hospital in 1903, 
coming to Calgary in 1904. He is survived by his 
widow, three sons and two daughters. 





Dr. James Brown, of Oungre, Sask., died of pneu- 
monia on July 28, ending a long career as a family 
doctor throughout a wide territory of the south. He 
was 61 years of age. 

Funeral services were held Thursday at the Luth- 
eran church, Bromhead, and burial followed in Regina 
cemetery. Members of the rural municipality council 
acted as honorary pallbearers, and a reserve military 
platoon under Lt. Tom Topping of the customs office 
south of Oungre, attended. 

Dr. Brown was born in Girvin, Scotland, and came 
to Canada as an immigrant at the age of 9 years. 
For some time he lived with a family by the name 
of Forsyth north of Kingston, Ontario, where he re- 
ceived his early education before attending medical 
college at Queen’s University where he graduated in 
1912. He worked at Wawanesa in a hardware store 
for a year and also taught school in the Windlaw dis- 
trict south of Gainsborough. After graduation from 
Queen’s he practised at Cudworth and Wakaw, Sask., 
where he met his wife who was nursing there. They 
went to Bromhead in 1915 and have lived in the 
district ever since. Dr. Brown was the municipal doc- 
tor and when the office was moved to Oungre in 1928 
he also moved his headquarters there. He has been 
chairman of the sub-district in the victory loan drives, 
and each time was over the top before it officially 
opened. 

In addition to his widow, he is survived by one son, 
James, who is overseas with an ambulance section and 
one daughter, Mrs. Roy Brown, whose husband, Lieut. 
Roy Brown, is in Italy. 





’ Dr. O. W. Haist died suddenly at his home in North 
Hamilton on July 14. Dr. Haist was in his 74th year. 
He is survived by his son Dr. Reginald Haist, Toronto, 
and daughter Miss Myra Haist, of Hamilton. 





Dr. Arthur Samuel Kendall died at his home in 
Sydney on July 18. He was 83 years of age. Al- 
though he was in ill health for several years he was 
able to be about daily. Death came suddenly. 

He was born in Sydney, a son of Reverend Samuel 
Kendall, Baptist Minister. His education was in the 
public schools of Sydney and Bellevue Hospital Medi- 
cal College, where he graduated in 1882. In 1884 he 
completed a period of postgraduate work in England 
and began practice in Sydney. In addition to his city 
practice he had a large one in the surrounding rural 
area. 

He was a Member at different times of the Nova 
Scotia Legislature and of the Dominion Parliament. 
In Nova Scotia he was a strong advocate of com- 
pensation for injured workmen and introduced the 
Workmen’s Compensation Act during his period of 
membership. Until retirement from active practice 
about twelve years ago, he was County Medical Officer 
for Cape Breton County. 
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During his long period of practice he enjoyed the 
confidence of his patients and the respect of his con- 
fréres to an unusual degree. His brother, Dr. H. E. 
Kendall, is Lieutenant-Governor of Nova Scotia. 





Dr. Thomas Lougheed, of Vancouver, who was visit- 
ing his son, Dr. Morley S. Lougheed, city health 
officer, died on August 4 in the Winnipeg General 
Hospital. 

Dr. Lougheed came to Winnipeg in 1881 and taught 
school at Lower Fort Garry until 1889 when he 
entered Manitoba Medical College. He practised 
medicine at Glenboro and Cypress River for 35 years 
and then retired to the Pacific coast. 





Dr. James Norman Petersen, registrar of the Mon- 
treal Neurological Institute since its opening 10 years 
ago and a prominent neuro-psychiatrist, died July 18 
at the institute after a lengthy illness. He was 45. 

Dr. Petersen, a native of Montreal, received his 
education at Loyola College and at McGill University 
where he graduated in medicine in 1923. He interned 
at the Royal Victoria Hospital and later did post- 
graduate work in neurology at Philadelphia and 
Boston. He went to Europe in 1932 and undertook 
further study at London, Munich, Amsterdam and 
Paris. 

He was one of the most popular lecturers in neuro- 
logy and neurosurgery at McGill, and carried on his 
work despite illness with the use of a wheelchair. He 
had contributed many articles to the medical journals, 
and held memberships in the American Neurological 
Association, the Montreal Neurological Society, the 
Montreal Medico-Chirurgical Society and other groups. 

The survivors include his widow, the former Edith 
Marguerite Daniel, of Cape Breton, N.S.; a sister, Miss 
Lucille Petersen, of Montreal; and a brother, Ivan 
Petersen, of Easton, Pa. 





Rev. Dr. Arthur Grasett Smith, a medical missionary 
for some years on Ontario Indian reserves and in the 
Yukon, died on July 12 in Toronto, where he had been 
a patient in hospital for some weeks. He was 86 years 
old. Last spring Dr. Smith observed his 61st anni- 
versary of his ordination to the priesthood. Since his 
retirement in 1939 he had resided in Dunnville, and 
had served as honorary assistant to the rector of St. 
Paul’s Anglican Church. He assisted in the Easter 
services at St. Paul’s shortly before he was stricken 
with illness. 

The son of the late Dr. J. Francis Smith, he was 
born in St. Catharines, and received his early educa- 
tion in Windsor, Ont. Entering the University of 
Western Ontario, he graduated in theology from Huron 
College and later in medicine from Queen’s University. 
He was rector of a number of parishes and served 
as medical missionary on the Muncey Reserve, the 
Mohawk Reserve, Deseronto, and later at Carcross, 
Yukon. He had held charges at Teeswater, Palmers- 
ton, Grand Valley, Stewarton, Hornby and Norval and 
Byng, South Cayuga, and Port Maitland. In 1927, 
after the church at Port Maitland was struck by 
lightning and burned, Dr. Smith designed the stone 
church which replaced it and helped with the con- 
struction. 

Surviving are his widow, Nancy Smith, Dunnville; 
a daughter, Mrs. Vernon Bate, Dunn Township; two 
sons, Noel and Harold, both of Toronto, and a sister, 
Miss Alice Smith, Kansas City, Mo. 





Dr. James Ira Wallace, of Kamsack, Sask., died on 
June 13, at the age of 80 years. He was a graduate 
of Baltimore University (1895) and Licentiate of the 
Provincial Medical Board of Nova Scotia (1897). He 


registered with the North West Territories on January 
8, 1906, and subsequently with Saskatchewan on 
October 18, 1909. 














Aews Items 


Alberta 


There was a strike by the miners at Cadomin Coal 
Mine when the contract doctor left and another had 
not been engaged. The doctor’s time was up, but he 
stayed several weeks afterwards to give them further 
time to fill his place. Considerable publicity was given 
to the fact as though the doctor had walked out on 
them. They had 80 days’ notice when he left but had 
not secured a successor. The Department of Militia 
permitted this doctor leave to meet the immediate 
need without getting his final discharge, as mining is 
an essential occupation. 





The Calgary druggist who was fined for filling a 
prescription without having the written document in 
his possession, had his fine remitted when the action 
against the physician failed in the courts. 





Provincial health officers report seven cases of 
poliomyelitis in Medicine Hat, making a total of six- 
teen cases reported in the south of the Province since 
June 28, 1944. 





MATERNAL MORTALITY IN ALBERTA 1937-1941 


In approved Not in approved 
hospitals hospitals 
RAWG CIID 6.0 civ cecass 57,595 25,336 
Maternal deaths ...... 130 197 
Mortality rate ....... 2.3 7.8 





In the year 1942, the per capita expenditure of the 
Public Health Department of Alberta was a little over 
$2.00, while the estimated expenditure for 1944, is about 
$3.50. Over $600,000.00 of the additional expenditure 
will be for free hospitalization of maternity cases. 





So far no physicians have been brought from over- 
seas for civilian practice in Alberta. While the agree- 
ment with the Government at Ottawa has been made 
with Alberta, no municipality here has accepted the re- 
sponsibility of guaranteeing a major’s salary, trans- 
portation and other necessary expenditures and equip- 
ment. Agreement forms have been sent out, but none 
have been signed by a municipality. G. E. LEARMONTH 





British Columbia 


Dr. Arthur B. Nash, of Victoria, has received the 
rank of Lieut.-Colonel in command of the 13th Field 
Ambulance, Reserve Army. 





We regret to report the retirement from active prac- 
tice of Dr. A. W. Bagnall, of Vancouver, who has been 
one of the foremost practitioners in that city for many 
years. His work on Arthritis has been outstanding and 
we are all sorry to see him go. His son is in the 
R.C.A.M.C. but we hope he will don his father’s mantle 
on his return from overseas. 





Surgeon Lieut.-Commander F. P. McNamee has re- 
turned to civil practice and will be associated with 
Dr. M. J. Keys in Victoria. He specializes in eye, ear, 
nose and throat, and was formerly practising in Kam- 
loops in this specialty. Dr. M. J. Keys, by the way, 
has been seriously ill lately, but is now well and back 
at work. 





The hospitals of British Columbia are welcoming the 
recent allotment of penicillin on a quota basis. Already 
full use is being made of this privilege and several 
very striking results have been obtained. 
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The National Council on Physical Fitness recently 
established in Ottawa is of particular interest to British 
Columbia. The national director is Major Ian Eisen- 
hardt, who has for many years been conducting the 
Pro-Rec movement in British Columbia. This was really 
started by Dr. G. M. Weir, former Provincial Secretary, 
some years ago, and has been amazingly successful 
throughout the Province. The report:of the National 
Council contains many recommendations for steps to be 
taken on a national basis to improve the health of the 
people. J. H. MAcDeErRmor 





Manitoba 


Lieut.-Col. C. H. A. Walton, who went overseas early 
in the war with No. 5 Canadian General Hospital as 
chief of medicine, has returned to Winnipeg and was 
welcomed by his old friends in the Winnipeg General 
Hospital. He will resume his teaching duties in the 
faculty of medicine. 





Dr. George Stephens, former superintendent of the 
Winnipeg General Hospital and now holding a similar 
position in the Royal Victoria Hospital, Montreal, was 
a recent and welcome visitor in Winnipeg. 





Lieut.-Col. Roy W. Richardson was recently mentioned 
in despatches, 





An addition, three storeys in height, is being made 
to the Winnipeg General Hospital. It will provide space 
for a coffee room, dressing rooms and a cystoscopic 
room. 





Dr. P. H. T. Thorlakson addressed the Winnipeg 
Board of Trade on the proposed medical centre to be 
erected about the medical college and the Winnipeg 
General Hospital. The suggestion has been made that 
the present Children’s Hospital might be utilized by 
the city of Winnipeg as a convalescent hospital in the 
event of a new Children’s Hospital being erected on 
the medical centre site. 





Dr. Noel R. Rawson and Mrs. Rawson, of Winnipeg, 
arrived at Churchill on August 6 on the Nascopie. Dr. 
and Mrs. Rawson will continue to Chesterfield where Dr. 
Rawson will be in charge of the hospital. Dr. C. G. B. 
Gaulton and his wife, of Saint John, N.B., who were 
also on the Nascopie, will go to the hospital at Pang- 
nirtung on the east coast of Baffin Island. 





Col. R. I. Harris, of Toronto and Ottawa, and Dr. 
George Armstrong, of Ottawa, paid a visit to Winnipeg 
on August 9 and visited Deer Lodge Hospital. Col. 
Harris is a member of the advisory committee which 
indicates where medical centres to provide joint service 
to the army, navy, air force and Department of Pen- 
sions and National Health will be set up across Canada. 
Col. Harris is especially interested in the provision of 
beds for orthopedic and neuro-surgical patients. Col. 
Harris and Dr. Armstrong left by plane for Edmonton. 





Major Norman L. Elvin, R.C.A.M.C., has returned 
to Winnipeg after an absence overseas of four and a 
half years. In January, 1940, he left with No. 5 Cana- 
dian General Hospital as ophthalmologist and he has 
since served in England, Sicily and Italy where he 
acquitted himself with distinction. Ross MITCHELL 





New Brunswick 


Lt.-Col. J. P. McInerny, of Saint John, is spending 
a short leave with his family. 





Acting Major Gordon C. B. Gaulton who has been 
posted to duty at Saint John General Hospital for some 
weeks has left to assume charge of the hospital at 
Pangnirtung, Baffin Land. 
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Dr. R. M. MacLean, of McAdam Junction, has been 
forced by illness to discontinue his practice and it is 
expected that, although improving now, it will be some 
months before his return to active work. 





Under the direction of Dr. J. E. Paulin, Medical 
Officer of Health in Northumberland County, more than 
5,200 school and pre-school children have been immunized 
against diphtheria. In the same county a tuberculosis 
survey of all high school pupils has been completed and 
monthly tuberculosis clinics are being held at the Hotel 
Dieu Hospital, Chatham and the Miramichi Hospital, 
Newcastle. 





Among the candidates offering in the forthcoming 
provincial election the following doctors are prominent: 
Dr. F. R. MeGrand, of Fredericton Junction; Dr. E. O. 
Thomas, of Saint Stephen and Dr. E. T. Kennedy, of 
Sussex. 





The Provincial Department of Health is urging on 
the public that all children be immunized against whoop- 
ing cough. The department is providing facilities 
throughout the province for such inoculation. 





It was recently announced that Wing Commander A. 
A. G. Corbet had been promoted to Group Captain. 
Group Captain Corbet has been P.M.O. Eastern Air 
Command for a very considerable period. 





The N.B. Government has completed an agreement 
with the Federal Government under which medical per- 
sonnel of the armed forces may be supplied to pro- 
vincial areas where medical attention is needed.‘ 





Word has just been received that Major J. Tanzman, 
formerly of Saint John, has been promoted to the rank 
of Lt.-Col. Lt.-Col. Tanzman, C.O. of the 14th Cana- 
dian Field Ambulance is now serving in France. He is 
a past-president of the Saint John Medical Society. 

A. STANLEY KIRKLAND 





Nova Scotia 


During the month of July Dr. James W. Sutherland, 
of Amherst, returned from Overseas. At first medical 
officer of the North Nova Scotia Highlanders he was 
transferred to Cogswell St. Hospital, Halifax, for some 
time before proceeding overseas. He expects to resume 
practice in Amherst in the near future. 





Work is proceeding rapidly with the new Victoria 
General Hospital since the contract was awarded to the 
Brookfield Construction Company a few weeks ago. 
Structurally it will be one of the largest buildings in 
Eastern Canada. The site is directly in front of the 
original building, facing Tower Road. The Province is 
singularly fortunate in having available this unusually 
fine hospital site, one of the best in Canada. 





The summer months usually bring with them the 
expectation of an outbreak of infantile paralysis. This 
year to date only one case has been reported. Last 
year cases were likewise few in number although 
theoretically we should have had an epidemic. The 
Clinie established at the Nova Scotia Hospital is still 
in operation and very substantial progress in the treat- 
ment of residual paralysis has been reported. 

H. L. SCAMMELL 





Ontario 


Colonel A. R. Hagerman formerly D.D.M.S. in M.D. 
No. 2 has retired from service and has resumed his 
practice in cardiology in Toronto. 





Wing-Commander Douglas U. Hutton, of Toronto, 
has been appointed Senior Medical Officer of R.C.A.F. 
bomber group overseas. He succeeds Wing-Commander 
J. C. Whyte who has returned to Canada. 





Four little boys who had been swimming in a pond 
near Toronto have contracted poliomyelitis and are 
being cared for in the Hospital for Sick Children. All 
of the cases are mild. Since January 1 this year twenty 
cases of the disease have been reported in Ontario. 





Dr. E. C. Wilford an Ontario man and a graduate 
of the University of Toronto has been given unique 
recognition in China. Thirty-five years ago Dr. Wilford 
went out as a medical missionary and became Professor 
of Surgery in West China University in Chengtu in 
1926. On his 60th birthday the government of China 
gave a cheque for $100,000 (Chinese money) to a sub- 
scription fund that had already reached $50,000. The 
money is to be spent on radium and a deep x-ray 
therapy unit for the mission hospitals. This monument 
to a useful and devoted life is indeed ‘‘more lasting 
than brass’’ and will fill a desperate need in China. 


MALCOLM H. V. CAMERON 





Prince Edward Island 
Dr. T. V. Grant, M.P., has been re-nominated as | 
Liberal candidate for Kings County. Dr. Grant, for- 
merly a member of the Provincial Legislature, was first 
elected to the House of Commons in 1935, and was re- 
elected in the last Federal election. 
A. J. MURCHISON 





Quebec 


A new scale of salaries for doctors and dentists em- 
ployed by the City of Montreal Health Department has 
been adopted, as follows: 

Assistant directors, $6,000 to $7,000 a year; special 
officers and heads of sanitary districts, $5,800 to $6,800; 
deputy chiefs of sanitary districts, $5,500 to $6,500; 
superintendents, $5,000 to $6,000; medico-legal advisers, 
$5,000 to $6,000; assistant superintendents, $4,300 to 
$4,800; district chiefs, $4,300 to $4,800; heads of T.B. 
sections (part time), $2,500 to $3,000; psychiatrists (11 
months part time), $1,800 to $2,200; psychiatrists (full 
time) epidemiologists, phthisiologists, $3,800 to $4,500; 
bacteriologists (part time) $1,800 to $2,200; doctors of 
public health, $3,500 to $4,000; doctors (non-spe- 
cialized), $3,000 to $3,800; dentist chief of section, 
$4,200 to $4,800; dentists with qualifications in public 
health, $3,500 to $4,000; dentists without qualifications, 
$3,000 to $3,800; dentists (part time), $1,500 to $1,900; 
chief of orthodontic clinie (part time), $2,000 to $2,500; 
lawyer, $3,000 to $3,800; architect and verificator of 
building plans, $3,000 to $3,800. 

The following new scale was also approved for nurses 
employed by the Health Department: 

Public Health nurses, during first five years of service, 
$1,600; five to nine years, $1,700; 10 to 14 years, $1,800; 
15 years and over, $1,900. 

Graduate nurses without special qualifications: first 
five years, $1,400; five to nine years, $1,500; 10 to 12 
years, $1,600; 13 years, $1,700; 17 to 20 years, $1,800; 
24 years and over, $1,900. 





La Faculté de Médecine de 1’Université de Montréal 
a tenu son élection le 29 juin dernier. Le vote a donné 
le résultat suivant: Doyen—Dr Edmond Dubé; Vice- 
Doyen—Dr Oscar Mercier; Secrétaire—Dr Albert 
DeGuise; Members de 1’Exécutif —Drs Jean Delage, 
Gaston Lapierre, Albéric Marin et Hector Sanche. 





Le Dr Yvon Laurier, chef de service A 1’hépital 
Sacré Cour et médecin en chef de 1’Alliance Na- 
tionale vient d’étre élu vice-président de la Canadian 
Fraternal Congress Association, & l’occasion d’un con- 
grés récent de cet organisme 4 Toronto. 





Sur l’instigation de l’unité sanitaire d’Arthabaska, 
la municipalité de Victoriaville vient d’adopter un 
réglement qui empéchera 1’introduction des maladies 
contagieuses, infectieuses et autres dans ses limites, spé- 
cialement la tuberculose et les maladies vénériennes. 
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Ce réglement vise de fagon toute particuliére les em-. 


ployés d’hétels et de restaurants. 





Au cours de 1943, les dentistes hygiénistes du min- 
istére de la santé et du bien-étre social ont examine 
36,597 enfants. A l’heure actuelle, 23 unités sanitaires 
bénéficient d’un organisme d’hygiéne dentaire, cette 


science indispensable & la prévention des maladies de la 
bouche et des dents. 





Les organisations d’hygiéne publique, les services 
sanitaires avec leurs médecins, leurs infirmiéres et leur 
matériel sont au service de la population et des médecins 
de la province pour tout ce qui a trait 4 la poliomyé- 
lite. Le corps médical est invité 4 s’adresser a ces 
organisations qui sont parfaitement au point sur le 
maniement des malades atteints de cette maladie 
saisonniére. JEAN SAUCIER 





Saskatchewan 


Dr. R. A. Dick, formerly of Canora, Sask., is now 
residing at 1837 West 58th Avenue, Vancouver, B.C. 





The Medical Council had its Semi-annual Meeting at 
Saskatoon on July 20, with all members present. It 
was reported that the British War Benevolent Fund to 
date totalled $5,050. 





Dr. F. C. F. Eaglesham has returned to his civilian 
duties at Weyburn, Sask., after being released from 
Active Service. H. D. Hart 





General 


The College of Physicians of Philadelphia awarded 
the Alvarenga Prize on July 14, 1944, to Dr. Gervase 
J. Connor, Department of Surgery, Yale University 
School of Medicine, New Haven, Connecticut, for an 
outstanding study entitled ‘‘ Anterior cerebellar func- 
tion, an analytical study in functional localization in 
the cerebellum in dog and monkey’’. This will be 
published in the Transactions and Studies of the Col- 
lege of Physicians, December, 1944. 

The Alvarenga Prize was established by the will of 
Pedro Francisco daCosta Alvarenga, of Lisbon, Portu- 
gal, an Associate Fellow of the College of Physicians, 
‘*to be awarded annually by the College of Physicians 
on each anniversary of the death of the testator, 
July 14, 1883, to the author of the best memorial upon 
any branch of medicine which may be deemed worthy 
of the prize’’. The College usually makes this award 
for outstanding published work and invites the recipi- 
ent to deliver an Alvarenga Lecture before the College. 
The College may occasionally, as in this instance, 
award the prize for an exceptionally important manu- 
script submitted in competition. 





National Immunization Week September 10 to 16, 
1944, sponsored by the Health League of Canada and 
health departments throughout the country, brings to 
the attention of parents once more the needless loss 
of Canadian children due to such preventable diseases 
as whooping cough, diphtheria, scarlet fever and 
smallpox. 

The week’s activities will be conducted along the 
same lines as last year. A movie clip will appear in 
all theatres throughout Canada, sponsored advertising 
is being prepared for distribution to Canadian news- 
papers and magazines, also news releases. The co- 
operation of national radio advertisers and radio sta- 
tions throughout the country will be sought. Posters 
and leaflets are again available. Popular articles are 
appearing in magazines and the co-operation of 
churches and national organizations will be invited. 

The support of local health departments and physi- 
cians is necessary to the success of the plan. 

A card for doctors’ offices is available on applica- 
tion to the Health League of Canada, 111 Avenue 
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Road, Toronto. This card is an appeal to parents to 
have their children immunized against smallpox, diph- 
theria, whooping cough, tetanus and scarlet fever. It 
ean be hung in the waiting-room. 





DEATHS FROM CERTAIN DISEASES IN CANADA 








Under one year All ages 
Jan. | Jan. Jan. | Jan 
to to to to 
Sept. |\Sept. | Year |Sept. |Sept. | Year 
1943 | 1942 | 1942 | 1943 | 1942 | 1942 
Diphtheria........ 20| 21 | 26 | 194 | 168 | 256 
Smallpox.......... of er wd cs is 
Scarlet fever....... 3 9; 10; 70} 99) 129 
Whooping cough. . .| 243 | 308 | 413 | 316 | 412 | 560 





1943 DipHTHERIA SURVEY 
CoNDUCTED BY THE HEALTH LEAGUE OF CANADA 
In LARGER CANADIAN AND UNITED States CITIES 











1943 
Name of City Population Cases Deaths 
NB 6:5. 6a wt 675,000 16 0 
TOO ios se cees 70,488 522 21 
Winnipeg........... 228,548 106 7 
i 950,600 158 27 
RS ot ra Sareea 200,000 185 9 
Hiamiltom ........... 174,547 0 0 
re 163,829 8 0 
Brantiond.......... 37,848 0 0 
NS od ideas a Xe 81,156 1 0 
Edmonton.......... 105,536 11 1 
Minneapolis........ 492,370 145 4 
Kansas City........ 450,000 32 0 
Philadelphia........ 1,950,845 56 2 
I god initrd 1,750,000 97 7 
San Francisco....... 775,000 41 9 
Washington......... 932,000 27 1 


Norte: This is just a partial list. 








Book Rebiews 


Secretory Mechanism of the Digestive Glands. B. P. 


Babkin. 900 pp., illust. $12.75. P. B. Hoeber, 
N.Y., 1944. 


A bibliography that reaches the staggering total 
of 86 pages is an index of the industry and erudition 
which went to the making of this book. Although 
the title suggests that only the secretions of the 
digestive glands are dealt with, practically the whole 
field of gastro-intestinal physiology is traversed. Few, 
if any, works in English contain an equal amount of 
information on the experimental investigation of the 
digestive tract. The worker in physiology will find 
the book almost indispensable as a source of reference 
and the clinician whose main interest is in gastro- 
enterology can scarcely afford to be unfamiliar with 
such a comprehensive compendium. The paper and print- 
ing are excellent: the numerous figures and tables are 
well produced and the style is simple and uninvolved. 
There are some errors of proof-reading but the number 
of these is close to the hoped-for minimum. While 
the author is diligent in his attempt to mention and 
give credit to all those who have made important con- 
tributions to our knowledge of gastro-intestinal physio- 
logy, he shows no disposition to avoid argumentation. 
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He strives, however to give impartial or objective 
judgments and to keep away from the purely polemical. 

Possibly the book would have a larger number of 
readers if it had been put together as a monograph. 
A collection of lectures or essays tends too much to 
prolixity and repetition to make a completely satis- 
factory book. Thus some parts of this work—especially 
those having to do mainly with anatomy or histology— 
could have been made clearer and more coherent by 
using straight-forward textbook description instead of 
the platform method. The author has also the habit of 
giving untranslated statements from French and German 
writings. It is now more or less the practice in non- 
scientific literature to leave out quotations from an- 
other language and this practice might safely be 
followed in writing on scientific subjects. Even if the 
readers of scientific works are assumed or expected 
to have a reading knowledge of French and German, 
it is rather inconsistent to recount in English the 
details of an experiment and then resort to the experi- 
menter’s own tongue to let the reader know the con- 
clusions drawn from the experiment. To learn what 
the results of any investigation mean to the person 
who makes it is not always a simple matter and a 
needless language difficulty should not be added. 

These defects are, however, of minor - importance 
and do not overshadow the fact that Professor Babkin 
has given us a book which will have a prominent and 
probably permanent place in the literature of gastro- 
intestinal physiology. 


A Medical and 
490 pp., illust. 


The History of Miners’ Diseases. 
Social Interpretation. G. Rosen. 
$8.50. Schuman’s, New York, 1944. 


In recent years the question of the mining industry 
has been constantly in the public eye as the result 
of labour unrest. Hence there has been no little 
interest shown in the problems of the miners, but for 
the most part such interest has been vague and unin- 
formed and generally has been little more than a 
sentimental concern for men who work in the most 
hazardous of all industries. In this volume which 
should prove to be an invaluable reference-book, Dr. 
Rosen gives a historical presentation of the business 
of mining—the oldest of industries—and particularly 
as it has affected individuals working in its ranks. 
Here is the historical back-drop of the drama of the 
miner through the ages. 

The narrative takes the story from neolithic times 
to the end of the nineteenth century. As virtually 
the study of an important segment of civilization, it 
makes fascinating reading. The early records of coal 
and metals, mining in antiquity, a full study of the 
work of Agricola and Paracelsus, the impressive 
assembly of workers in the field of scientific investiga- 
tion and their endeavour to establish the pathological 
and clinical aspects of the effects of working condi- 
tions upon the miners, the earlier abortive attempts 
at treatment, and finally the slow business of social 
and legislative reform directed at improvement of the 
miners’ environment—all come within the compass of 
this study. The culminating effective measures in 
which reform was backed by pointed medical research 
have been the achievement of the first four decades 
of the present century, and they are to be dealt with 
by Dr. Rosen in a second book in the near future. 


The author, Dr. George Rosen, well-known to medi- 
cal historians as an accomplished physician, sociologist 
and writer, has provided us with an admirably objec- 
tive and scholarly account of a group of occupational 
diseases that have now been accepted as the collective 
responsibility of society. This is medical history with 
bone and sinew, conscious of the fact that medicine 
is after all part of the social matrix. It carries medi- 
cal history (too often complained of as being dilet- 
tante in its object) beyond the borders of a mere 
recital of events of the past to the practical considera- 
tion of how in a vital industry man and his environ- 
ment have reacted on each other. 
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This book should be read in conjunction with two 
other books recently published—Dr. Alice Hamilton’s 
‘‘Exploring the Dangerous Trades’’ and Sir George 
M. Trevelyan’s ‘‘Social History of England’’. It 
should be noted, too, that the book is still another 
result of the increasing influence of Dr. Henry E. 
Sigerist, the energetic head of the Johns Hopkins In- 
stitute of the History of Medicine who, as Dr. Rosen 
Says, provided the inspiration for the work. 

The book will be welcomed by all medical students 
and social workers in the field of occupational diseases. 
It provides a clear and authoritative picture of man 
in the mine and a full-length study of the way in 
which the miners’ lot over the centuries has gradually 
forced itself upon medicine and society. Altogether 
a timely and valuable book. 


Rehabilitation, Re-education and Remedial Exercises. 
O. F. G. Smith. 424 pp., illust. $7.50. Bailliére, 
Tindall & Cox, London; Macmillan, Toronto, 1943. 


This book deals with the practical aspects of re- 
habilitation and re-education of the sick and injured. 
It avoids the theoretical and administrative angles. 
The standard physiotherapy practices are described in 
detail together with some more unusual ones used by 
the author in the clinics where she works. While 
written mainly for the physiotherapy technician certain 
of the chapters contain details for treatment that 
would be of interest to any doctor dealing with cases 
of damaged or paralyzed muscles. 

It is somewhat surprising that the author does not 
mention the Kenny treatment in connection with the 
treatment of poliomyelitis. Many of the statements 
made especially in relation to the physiology and 
pathology are open to question but since these form 
but a small part of the book they do not detract from 
its main purpose. 

The illustrations both photographic and line draw- 
ings are well done and provide a useful source of in- 
spiration to anyone who has to devise a set of suitable 
exercises for any given patient. 


Maurice Arthus’ Philosophy of Scientific Investigation. 
Translated from the French by Henry E. Sigerist. 
mg 75¢e. Johns Hopkins Press, Baltimore, Md., 


The aim of this little book is to widen the field 
of appreciation of a gem in medical literature. Every 
man or woman engaged in or contemplating research 
in any field would profit from the heart to heart 
revelation that Professor Arthus gives to his en- 
quiring disciple. 

A theorist may be driven to defend his theory. 
An experimentalist must be honest in first finding his 
fact which is the question and then offering his 
hypothesis which is the answer. The discovering of 
facts and assaying their significance is the task of 
the research worker. ‘‘Seek facts and classify them 
and you will be the workman of science. Conceive 
or accept theories and you will be their politicians’’. 

In the last section of the essay is a strong admoni- 
tion to the student to preserve the freedom of his 
mind and soul. He is not to be the devotee of a great 
name or personality nor is he to sell his independence 
to the exploiter of his work. 

The reviewer has the idea of buying a dozen 
copies of this book to give them to as many promising 
students. He feels that he would be doing something 
to stiffen moral character and to set a value on pre- 
cision and thoroughness in every aspect of research. 


Medical Radiographic Technique, Prepared by Tech- 
nical Service Department of General Electric X-Ray 
Corporation. Edited by G. W. Files. 365 pp., illust. 
$8.00. Thomas, Springfield, Ill.; Ryerson Press, 


Toronto, 1943. 


This book has been prepared by members of the 
Technical Department of General Electric X-Ray 
Corporation under the editorial supervision of the 
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—— . 
Manitoba Provincial Legislative Buildings 
as they appeared about the year 1888. 


Si Yolen Schiuli PHYSICIAN AND POLITICIAN (1840-1896) 


oe John Schultz lived a comparatively 
short life, he filled each hour with sixty minutes 
of energy. He was born in Amherstburg, Ontario, 
in 1840, and was married on September 11th, 1867. 
When but a young man, he moved to what was 
then known as the North-West Territories. He lived 
an adventurous life and was a pioneer in the true 
sense of the word, engaging in the fur trade, drug 
trade and other enterprises. He built the first house 
in Winnipeg. 


Schultz, while in his early teens, displayed a keen 
interest in medicine. At first he studied the’ subject 
in his leisure time, then the dire need for doctors 
hit him and he put aside other interests to attend 
Queen's University. From there he went to Medical 
College, Victoria University, where he graduated in 
April, 1861. After graduation he returned to Red 
River, as Winnipeg was then known, to help man- 
kind. An extensive practice soon put his knowledge 
to the real test. 


The political procedure of the day was followed 
very closely by Dr. Schultz. In 1881 he was elected 
to the House of Commons, representing the county 
of Lisgar. During his term in Commons he was 
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appointed a member of. the Executive Council for 
the North-West Territories. In 1882 he was made 
a Senator. On July Ist, 1888, Sir John Schultz was 
appointed Lieutenant-Governor of the province of 
Manitoba. 


Sir John Schultz was one of the governors of the 
Manitoba Medical Board, also he was a member 


of the Dominion Board of Health. At one time he 


was secretary of the Institute of Rupert’s Land. He 
also helped to organize many important enterprises 
for the advancement of the West and assisted in the 
direction of numerous other organizations. In 
acknowledgement of the great value of over 32 
years of public service, Sir “John” was given an 
illustrated address by prelates, judges, Conservative 
and Reform politicians. 


Sir John Schultz died in Monterrey, Mexico, in 
1896, completing another glorious chapter in the 
annuals of Canadian medical history, The zeal for 
their profession displayed by the doctors of this 
country, such as Sir John Schultz, inspires this com- 
pany to maintain with unceasing vigilance its policy 
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author. It is one of the latest and most up-to-date 
on the subject. 

The fundamentals on electricity and physics of 
x-radiation are simply explained and an excellent 
series of diagrams and other illustrations are dis- 
played to facilitate its comprehension. The chapters 
on radiographic calibration and stereoscopy may be 
considered as the best that an x-ray technician may 
read. Body-section radiography—planigraphy—which 
is one of the most recent fields of radiography has 
received due attention. Another relative innovation, 
soft tissue technique, should not be overlooked by 
radiographers. The use of plastic filters for soft 
tissue technique and skeletal regions of uneven density 
might have been introduced into the chapter dealing 
with soft tissues. The illustrations regarding the 
essentials of anatomy that x-ray technicians should 
know as well as those concerning standard positioning 
are of high quality and clarity. We should like, how- 
ever, to find some details on some of the special 
technical procedures now commonly used such as 
cholangiography, placentography, etc. 

Any x-ray technician or doctor interested in radio- 
graphy who made himself familiar with the subject of 
medical radiographic technique as presented in this 
book should possess a good theoretical background for 
radiographic work. 


Physical Foundations of Radiology. O. Glasser et al. 
426 pp., illust. $5.00. Hoeber, New York, 1944. 


The authors present a chronological pattern of the 
development of those outstanding physical discoveries 
which have profoundly influenced the study of radi- 
ology and proceed to an interesting and well-balanced 
presentation of the physical principles necessary for a 
proper understanding of x-ray equipment. The char- 
acteristics of an x-ray beam are discussed, with 
methods of measurement of quality and dosage mea- 
surements. Factors influencing dosage with isodose 
curves and tables of tissue dosages at stated depths 
are provided for various conditions of treatment. 
Optimum physical factors in x-ray therapy are dis- 
cussed and data influencing the biological effects of 
irradiation are reviewed. 

A valuable portion of the book deals with radio- 
active substances and the means employed for the 
production of artificial radioactivity in connection 
with which the cyclotron is described. Of great value 
too is a chapter on radium therapy, providing tables 
of dosage measurement and other physical data pains- 
takingly worked out by the authors which should be 
of real value to the radium therapist. 

Valuable suggestions are offered in the keeping of 
records for roentgen and radium therapy. 


BOOKS RECEIVED 


The Religious and Philosophical Aspects of Van 
Helmont’s Science and Medicine. Walter Pagel. 
44 pp. $1.00. Johns Hopkins Press, Baltimore, 
Md., 1944. 


Language and Thought in Schizophrenia. Edited by 
J. S. Kasanin. 133 pp. $2.00. University of Cali- 
fornia Press, Berkeley, Cal., 1944. 


The 1943 Year Book of Industrial and Orthopedic 
Surgery. Edited by C. F. Painter. 440 pp., illust. 
$3.00. Year Book Publishers, Chicago, 1943. 


A New Conception of Keratoconjunctivitis Sicca. H. 
Sjogren. 152 pp., illust. Australasian Medical Pub- 
lishing, Sydney, 1943. 


Histoire de la Médecine. E. Saint-Jaques. 221 pp. 
Beauchemin Ltd., Montreal, 1935. 

How to Prepare Your Income Tax. L. J. Smith. 80 
pp. 50c. Collins, Toronto, 1944. 


Textbook of General Surgery. W. H. Cole and R. 
Elman. 4th ed., 1118 pp., illust. $10.00. Appleton- 
Century, New York; University of Toronto Press, 
Toronto, 1944. 


Tropical Nursing, a Handbook for Nurses and Others 
Going Abroad. A. L. Gregg. 2nd ed., 185 pp., illust. 
$3.00. Philosophical Library Inc., New York, 1944. 


Clinics. Edited by G. M. Piersol. Vol. 2, No. 5. 
266 pp., illust. $3.00. J. B. Lippincott, Montreal, 
1944, 


The Harvey Cushing Collection of Books and Manu- 
scripts. Publication No. 1, Historical Library, Yale 
Medical Library. 205 pp. $8.50. Schuman’s, New 
York, 1943. 


Tecnicas de Laboratorio en el Tifus Exantematico. 
G. C. Del Campo. 185 pp., illust. Direccion Gen- 
eral de Sanidad, Madrid, 1943. 


Estudio Experimental de una Cepa Apatogena E 
Immunizante de Rickettsia Prowazeki. Cepa E. 
G. C. P. Gallardo. 27 pp., illust. Trabajos Instituto 
Nacional de Sanidad, Madrid, 1943. 


Extra Pharmacopeia. Supplement. Martindale. 22nd 
ed., vol. 1, 48 pp. 2s. Pharmaceutical Press, 
London, 1943. 


La malariatherapie et la therapeutique par les chocs 
a l’Hopital Saint-Michel-Archange. C. S. Roy. 
Ministre de la Sante et du Bien-Etre Social, Quebec, 
1943. 


A Provisional Classification of Diseases and Injuries 
for Use in Compiling Morbidity Statistics. The 
Committee on Hospital Morbidity Statistics, Medi- 
cal Research Council. 168 pp. 3s. His Majesty’s 
Stationéry Office, London, 1944. 


The Reform of the Public Health Services. 
MacNalty. 75 pp. 2s. 6d. 
Press, Oxford, England, 1943. 


A. §. 
Oxford University 


The Control of Cross Infection in Hospitals. Memo- 
randum prepared for the Committee on Preventive 
Medicine of the Medical Research Council. 34 pp. 
6d. His Majesty’s Stationery Office, London, Eng- 
land, 1944. 


Vital Statistics 1941. 


508 pp. 50c. 
Ottawa, 1944. 


King’s Printer, 


Functional Disorders of the Foot. F. D. Dickson and 
R. L. Diveley. 2nd ed., 352 pp., illust. $6.00. 
Lippincott, Montreal, 1944. 


Clinics. Edited by G. M. Piersol. Vol. 2, No. 6, 301 
pp., illust. $3.00. Lippincott, Montreal, 1944. 


Minor Surgery. Edited by Humphry Rolleston and 
Alan Moncrieff. 174 pp., illust. $5.00. Philosophi- 
cal Library, New York, 1944. 


A Handbook of Medical Library Practice. Edited by 
J. Doe. 609 pp. $5.00. American Library Associa- 
tion, Chicago, 1943. 


Mysticism in Modern Psychology. OC. Carle. 47 pp. 
$1.00. Psycho-Sociological Press, 420 West 119th 
St., New York, 1943. 


The Riddle of Cancer. Charles Oberling. Translated 
from French by W. H. Woglom. 196 pp. $3.75. 


Yale University Press, New Haven; Ryerson Press, 
Toronto, 1944. 
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THE SEVENTY-FIFTH ANNUAL MEETING OF THE CANADIAN MEDICAL 
ASSOCIATION, HELD IN TORONTO, 


May 22, 23, 24, 25, 26, 1944 


HE seventy-fifth annual meeting of the Canadian Medical Association was held in the Royal 
York Hotel, Toronto, during the week of May 22, 1944. The registration included 1,565 
doctors and 141 ladies, bringing the total attendance to 1,706. 


THe ANNUAL GENERAL MEETING 
SENIOR MEMBERSHIP 


The Annual General Meeting was held on 
Wednesday evening, May 24. At this func- 
tion Senior Membership was conferred upon 
the following: 


Dr. Matthew George Archibald, Kamloops, B.C.; Dr. 
Edward A. Braithwaite, Edmonton, Alberta; Dr. Robert 
George Scott, Wakaw, "Sask. ; ; Dr. Samuel James Elkin, 
Winnipeg, Man.; ; Dr. Robert T. Noble, Toronto, Ont.; 
Dr. George Stewart Cameron, a Ont.; Dr. 
Charles F. Martin, Montreal, Que.; -s Dr. 8. F. A. Wain- 
wright, Fredericton, N.B. 


Tue Honour Rou 


Tribute was paid to the memory of the follow- 
ing doctors who have been killed in action or 
who died on active service since the beginning 
of the war in 1939: 


Major Sir Frederick Banting, R.C.A.M.C. 
Flight-Lieut. F. J. Bell, R.C.A.F. 
Surg.-Lieut. J. D. Bourgeois, R.C.N.V.R. 
Lieut. Rodney C. Carter, R.C.A.M.C. 
Flight-Lieut. R. B. Duncan, R.C.A.F. 
Surg.-Lieut. G. A. Hendry, R.C.N.V.R. 
Surg.-Lieut. W. L. M. King, R.C.N.V.R. 
Squadron Leader J. G. Mackenzie, R.C.A.F. 
Surg.-Lieut. J. E. Powell, R.C.N.V.R. 
Lieut. John W. Stephens, R.C.A.M.C. 
Surg.-Lieut. N. A. Terwillegar, R.C.N.V.R. 
Surg.-Lieut. W. S. Winthrop, R.C.N.V.R. 


(Died while serving) 
Flight-Lieut. C. O. Baker, R.C.A.F. 
Capt. Robt. W. Davis, R.C.A.M.C. 
Capt. Morgan C. Hawkins, R.C.A.M.C. 
Surg.-Commander F. J. Scully, R.C.N.V.R. 
Acting Captain Albert N. Smith, R.C.A.M.C. 


VALEDICTORY ADDRESS 


Dr. D. Sclater Lewis, the retiring President, 
presented a brief valedictory address. 


INAUGURAL ADDRESS 


After his installation as President, Dr. Harris 
McPhedran gave his inaugural address. 


FRATERNAL GREETINGS 


Fraternal greetings from sister Medical Associ- 
ations were brought by the following delegates: 


Dr. Harold O. Hofmeyer, Capetown, South 
Africa; The South African Division of the 
British Medical Association. 

Dr. Leslie G. Kilborn, West China; 
Chinese Medical Association. 


The 


THE GENERAL COUNCIL 


The General Council met on Monday and 
Tuesday, May 22 and 23, under the Chair- 
manship of Dr. A. E. Archer, with 98 delegates 
present from the nine Divisions. 


The following is a list of those who answered 
the roll call: 


Drs. G. Harvey Agnew, Toronto, Ont. 
D. C. Aikenhead, Winnipeg, Man. 
Roy L. Anderson, Edmonton, Alta. 
A. E. Archer, Lamont, Alta. 
A. W. Argue, Saskatoon, Sask. 
F. M. Auld, Nelson, B.C. 
T. D. Bain, Ottawa, Ont. 
W. W. Bartlett, Brampton, Ont. 
A. T. Bazin, Montreal, Que. 
W. G. Beaton, Winnipeg, Man. 
Murray Blair, Vancouver, B.C. 
William Boyd, Toronto, Ont. 
H. E. Britton, Moncton, N.B. 
F. A. Brockenshire, Windsor, Ont. 
F. M. Bryant, Victoria, B.C. 
. T. Campbell, Calgary, Alta. 
Carson, Brantford, Ont. 
Church, Aylmer East, Que. 
Cochrane, Wolfville, N.S. 
ank Coppock, Eckville, Alta. 
. A. C. Cousland, Victoria, B.C. 
. G. Cunningham, Toronto, Ont. 
. H. Delaney, Quebec, Que. 
. J. Devins, Aurora, Ont. 
. A. DesBrisay, Vancouver, B.C. 
. W. L. Earle, Perth, N.B. 
. 8. Ellis, Sherbrooke, Que. 
H. S. Everett, St. Stephen, N.B. 
G. H. Field, Edmonton, Alta. 
John Fraser, Montreal, Que. 
C. A. Gauthier, Quebec, Que. 
Léon Gérin-Lajoie, Montreal, Que. 
Duncan Graham, Toronto, Ont. 
H. G. Grant, Halifax, N.S. 
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Archives Committee 
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Central Program Committee............... nobis 


Constitution and By-Laws Committee 


seer eee eeeeee 


Credential and Ethics Committee 


cere eeee eer eeeeeee 


Department of Cancer Control 


Department of Hospital Service................00- 
Economics Committee 
The Editor 


Education Committee 
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eee eeeereseeeeeeeseeseeeeeeeeee 


Epidemics Committee 


owe eee eee eee ewe eeeeeseeeeseee 


Executive Committee 


Industrial Medicine Committee 


Laboratory Technicians Committee 


eeoeere eee ee eeeee 


Legislation Committec..........0cccscccccescssens 
Maternal Welfare Committee 
The Managing Editor 


Nutrition Committee 


eee eee eee eee eee eee eees 
eeerere reese eee eee eres eeeeeeee 
eee eee see eee ee eeeseeseeeeeeeee 


Pharmacy Committee 


Post-Graduate Committee............cccccccccces 
Post-War Rehabilitation Committee 
Public Health Committee 


Residencies in Hospitals 
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The Honorary Treasurer 


eereeeeeeeereeeeeeeeeee eee 


. I. Harris, Toronto, Ont. 
. M. T. Hazen, Saskatoon, Sask. 
y, E. Henderson, Toronto, Ont. 
. Hollenberg, Winnipeg, Man. 
. S. Holmes, Saskatoon, Sask . 
x Houston, Yorkton, Sask. 
rge R. Johnson, Calgary, Alta. 
. Kinsman, Ottawa, Ont. 
. Kirkby, Prince Albert, Sask. 
. Leggett, Ottawa, Ont. 
. Levey, Edmonton, Alta. 
later Lewis, Montreal, Que. 
. Lincoln, Calgary, Alta. 
. Logan, Lindsay, Ont. 
B. Lynch, Sydney, N.S. 
. McCutcheon, Toronto, Ont. 
. MacDermot, Montreal, Que. 
. MacDonald, Halifax, N. S. 
. McGrath, Kentville, N.S. 
. McGuinness, Winnipeg, Man. 
. McGuire, Cornwall, Ont. 

. McInnis, Shubenacadie, N.S. 
. MacNeill, Summerside, P.E.I. 
_H. McNulty, Winnipeg, Man. 
Harris McPhedran, Toronto, Ont. 

J. D. McQueen, Winnipeg, Man. 

C. F. Martin, Montreal, Que. 

William Magner, Toronto, Ont. 
Brigadier J. C. Meakins, Montreal, Que. 
Drs. A. H. Meneely, Nanaimo, B.C. 

A. F. Menzies, Morden, Man. 

Jas. Miller, Kingston, Ont. 

E. S. Mills, Montreal, Que. 

A. J. Murchison, Charlottetown, P.E.I. 
O. W. Niemeier, Hamilton, Ont. 
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obert T. Noble, Toronto, Ont. 

. S. Patch, Montreal, Que 
. G. Pedley, Montreal, Que. 

. D. Pollock, Owen Sound, Ont. 
. Preston, Brockville, Ont. 
> 
.B. 


w 


Rothwell, Regina, Sask. 
Routley, Toronto, Ont. 
Ritchie, Regina, Sask. 

t Schultz, Brandon, Man. 

. Scott, Winnipeg, Man. 

. Scott, Edmonton, Alta. 
‘eorge Skinner, Saint John, N.B. 
. H. Spohn, Vancouver, B.C. 

M. R. Stalker, Ormstown, Que. 
Geo. Stevens, ‘Montreal, Que. 

G. F. Strong, Vancouver, B.C. 

A. Tetrault, Three Rivers, Que. 
M. W. Thomas, Vancouver, B.C. 
D. A. Thompson, Bathurst, N.B. 
F. F. Tisdall, Toronto, Ont. 

H. M. Torrington, Sudbury, Ont. 
E. Trapp, Vancouver, B.C. 

A. F. VanWart, Fredericton, N.B. 
C. J. Veniot, M.P., Bathurst, N.B. 
R. Vance Ward, Montreal, Que. 
C. C. White, Chatham, Ont. 

G. M. White, Saint John, N.B. 

R. E. Wodehouse, Ottawa, Ont. 
H. M. Yelland, Peterborough, Ont. 
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REPORT OF THE COMMITTEE 
ON ARCHIVES 


Mr. Chairman and Members of General Council: — 


Your Committee reports with regret the loss of the 


following members by death during the past year: 


Ackland, W. E., Richmond, Ont. 

Adams, F., Windsor, Ont. 

Anderson, Lt.-Col. W. H. K,, D.S.O. , Vancouver, B.C. 

Arthur, G., Lavoy, Alta. 

Ayotte, J., ’ Plantagenet, Ont. 

Balfour, E. B., Lucknow, Ont. 

Barrow, V. E., Whitecourt, Alta. 

Beattie, O. M., Sutton, Ont, 

Bedford, G. v., Winni em 

Beeman, N orman se avilie, Ont. 

Brown, G. A., Montreal, Que. 

Burgess, S. W., Moncton, N.B. 

Byrne, E. P., Ottawa, Ont. 

Carmichael, Samuel V., Strome, Alta. 

Caven, W. P., Toronto, Ont. 

Chapin, C. D., Brantford, Ont. 

Chu, P. Y., Toronto, Ont. 

Clingan, G. Virden, Man. _— Member) 

Cook, R. A Calgary, Alta. 

Cooke, H. Mec, Toronto, Ont. 

Conn, H. R., Mimico, Ont. 

Davidson, A. J., Winnipeg, Man. 

Davidson, I. H., Winnipeg, Man. 

Dixson, W. D., Stettler, Alta. 

Drysdale, W. F., Nanaimo, B.C. (Senior Member) 

Dugas, J. M., St. Pierre, Man. 

Eggert, Charles A,, or B.C. 

Elliott, R., Parksville, B .C. 

Faulkner, * A., Belleville, Ont. 

Fleet, = As Montreal, Que. 

Freeze, E H., Champion, Alta. 

Gagnier, L. A, Westmount, Que. 

Goldberg, H.., Edmonton, Alta. 

Goldberg, L., Toronto, Ont. 

Goldstein, Wilfrid, Toronto, Ont. 

Gow, J., Windsor, Ont. 

Grondin, S E., Quebec, Que. (Past President, Senior 
em 

—— eee Halifax, N.S. 

Hop D. A., Waterdown, Ont. 

Hur why ¥. H., North Battleford, Sask. 

Hynes, W. Bia Lacombe, Alta. 
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Irvine, A. D., Edmonton, Alta. 


Evin B.C. amen mk REPORT OF THE EXECUTIVE 


commen, Di B. ~~ ema Ont. COMMITTEE 

9 te) to, t. ° . 

Rae 8. }.. Kineind, Ont. Mr. Chairman and Members of General Council:— 

Knoll, J. J., Vermilion, Alta. Your Executive Committee presents the following 
Knowles, Robert K., Vegreville, Alta. report. 

Kuehner, W. C., Kitchener, Ont. 

LeBlanc, L. J., Cheticamp, N.S. MEETINGS OF THE COMMITTEE 

Lees, Lt.-Col. F. W., M.C., Vancouver, B.C. 2. Your Committee has held four meetings since its 
Lipsitt, Geo., Toronto, Ont. appointment. The fifth meeting will be held immediately 


Lunam, Henry L., Campbellton, N.B. (Senior Mem- preceding the annual meeting. 
ber) . Approved. 
Malcolmson, George H., Edmonton, Alta. (Senior 


Member) AnnvuaL MEETING, 1943 
Mason, W. E., Toronto, Ont. 3. In accordance with the recommendation of the 
Montgomery, A., Toronto, Ont. Dominion Government that conventions be postponed or 
Montgomery, J. A., Vancouver, B.C. curtailed, our annual meeting of 1943 was restricted to a 
Moore, H. E., Lakefield, Ont. business session of General Council held in Montreal in 
Moore, J. C., Huntingdon, Que. June and attended by 80 delegates. Our hosts, under the 
Morris, Osborne, Vernon, B.C. Chairmanship of the President, Dr. D. Sclater Lewis were 
Mulligan, E. A., Maniwaki, Que. ah to arrange for a full scale convention but graci- 
Murdoff, H. M., Winnipeg, Man. ously agreed to accept the situation and contented them- 
McConkey, W. A., Edmonton, Alta. selves by looking after those who were present in a very 
MacDonald, A. R., Port Dalhousie, Ont. delightful manner, the high light being the dinner given 
McFarlane, W. H., Calgary, Alta. to General Council by the Quebec Division on the evening 
MacKay, A., Toronto, Ont. of the first day. 
MacKay, D. S., Winnipeg, Man. Approved. 
McKenzie, W. J., Kingsville, Ont. 
McRae, William Ross, Whitney Pier, N.S. ANNUAL MEETING, 1944 
Northwood, A. E., Chatham Ont. 4. After very careful deliberation, including inquiries 
Nykiforuk, N. E., Edmonton, Alta. made in a number of directions, your Executive Committee 
Oliver, G. D., Quesnel, B.C. decided that the Toronto meeting in 1944 should resume 


O’Sullivan, P. M., Toronto, Ont. the character of pre-war meetings save entertainment. 
Parlow, A. B., Ottawa, Ont. It was deemed to be in the public interest that a scientific 
Pentecost, R. S., Toronto, Ont. meeting be held in order that the advantages which 
Powers, M., Regina, Sask. ; : accrue from the exchange of medical opinion and infor- 
Primrose, A., Toronto, Ont. (Past President, Senior mation at a medical convention might be widely dis- 


Member) seminated. 
Richardson, C. C., Newmarket, Ont. _ eeu 
Robertson, D. E., Toronto, Ont. er P ‘ : 
Roy, A. K., North Sydney, N.S. 5. Under the chairmanship of the President-Elect, 
Suaiien W. A.. Edmonton. Alta Dr. Harris McPhedran, a Committee on Arrangements 


has made careful preparations for the meeting, while the 
Scott, A. W., Banff, Alta. Central Program Committee under the chairmanship 
Scully, Surg. Cmdr. F., R.C.N.V.R., Montreal, Que. of Doctor Duncan Graham has provided a well-balanced 


Si ee i . program. which should prove attractive and informative 

one ay J., Collingwood, Ont to all who attend. 

Sinclair, D. J., Woodstock, Ont. A ved 

Smith, J. N., Toronto, Ont. ee ee : 

Seite. Win. 1. Weseiiten. Ont. 6. An innovation at this meeting will be found in 
’ on ’ the Scientific Exhibits which have been provided by the 

Stackpool, H. B., Cardston, Alta. Medical Services of the Navy, Army, Air Force and the 

St. Charles, W. P., Toronto, Ont. Department of Pensions and National Health. 

Stowe-Gullen, A., Toronto, Ont. Approved. 


Taylor, H. I., St. George, N.B. (Senior Member) 


A M 4 
Terwillegar, Surg.-Lt. N. A., Edmonton, Alta. ae See Lee 


7. General Council had before it an invitation from the 


Thompson, Alexander S., Strathroy, Ont. Saskatchewan Division to hold the Seventy-sixth Annual 
Thomson, R. B. C., Lethbridge, Alta. ie Saskatoon in 1945. Due to war conditions, 
Turner, A. T., Kitchener, Ont. the tchewan Division now suggests that this invi- 


. tation be postponed, which suggestion meets with the 
oun : nee ea unanimous approval of your Executive Committee. 

covey eep hands Pe Te It will be necessary for General Council to recon- 

West, J. A., Vancouver, B.C. sider both the place and character of the annual meeting 


Whillans, J. A., Swansea, Ont. for 1945. 
oe ef hn Beckwith, Birmingham, Eng. Approved. 

onorary ember : : 
Whitelaw, T. H., Guelph, Ont. It was agreed that the Annual Meeting in 
Wilson, C. W., Edmonton, Alta. 1945 be held in Montreal on June 18, 19, 20, 21 


Wilson, Margaret J. (Mrs. Goodwin), Ponoka, Alta. and 22. 
Winder, J. B., Lennoxville, Que. ANNUAL MEETINGS oF Divisions 
There were no special activities of the Committee g, The three Eastern Divisions, Nova Scotia, Prince 


during the year. Edward Island and New Brmnevick, will, hold their 
All of which i tfully submitted. annual meetings in sequence in July, while the four 
Se ne ae ee Western Divisions, Manitoba, Saskatchewan, Alberta 

H. E. MacDERMOT, and British Columbia, will do likewise in September. 


Chairman. Travelling teams of scientific speakers are being provided 
Approved. by the Association and the President and General Secre< 
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tary also plan to attend. The Ontario Division has 

arranged to hold its Sixty-fourth Annual Meeting as a 

business session concurrently with our meeting. 
Approved. 


Senior MEMBERS 


9. In accordance with the provision of Chapter 2, 

Section 3 of the By-Laws, the following Senior Members 

were elected by your Executive Committee at a — 

er = the Committee held in Ottawa on h 
and 4, 4: 


. Matthew George Archibald, Kamloops, B.C. 
. Edward A. Braithwaite, Edmonton, Alta. 

. Robert George Scott, Wakaw, Sask 

. Samuel James Elkin, Winnipeg, Man. 

. Robert T. Noble, Toronto, Ont. 

. George Stewart Cameron, Peterborough, Ont. 
. Charles F. Martin, Montreal, Que. 

Dr. S. F. A. Wainwright, Fredericton, N.B. 


These members have been invited to be present at 
the Annual General Meeting on the evening of Wednesday, 
May 24th, to receive their badges and certificates. 

Approved. 


POSS 999 


MEMBERSHIP 


10. The following is a comparative statement of mem- 
bership for the years 1943 and up to May 19, 1944: 





Province Paid Paid Unpaidin 1944 
1943 1944 (as of this date) 
British Columbia...... 444 479 88 
ere 550 550 See 
Saskatchewan......... 285 300 23 
NS ere 337 326 67 
MORGATIO 5 scx 5 iso sass ie oe 2,378 2,515 90 
ON sien dinisiiainiads 652 614 83 
New Brunswick....... 169 230 Lt 
Nova Scotia.......... 263 239 40 
Prince Edward Island.. 39 40 7 
MN ek ar hg 5,157 —-5,293 398 
In Military Service— 
6 2,569 3,579 


Total Membership.... 7,726 (8,872+398) =9,270 











Total Medical Registration in Canada.......... 12,235 
Doctors who are living in retirement............ 615 
Nici ait aneiel Me aSube ete auR EE ean Sa 11,620 
NID ii inrd x SadieSceceaVeewaumaa 579 
I SS cae diayevicensincesncens 8,041 
C.M.A. Members (not including those in military 

Eh SivaGadidascoeectnadis webs dneeads 5,691 


_ is 70.7% of total number of Doctors active in civil 
e 


Approved. 


11. It will be observed that 3,579 members are on active 
military service. To all of these, cards of membership 
have been sent with the compliments of the Association 
and any enlisted member who desires to have the Journal 
may purchase it for the sum of $4.00 per year. 


Approved. 


12. Commencing with the calendar year 1944, New 
Brunswick introduced the compulsory fee for member- 
ship in the College, the Division and the Canadian Medical 
Association, thus following the plan adopted by Alberta 
several years ago. Heartiest congratulations are in 
order to our New Brunswick colleagues for this further 
evidence of their deep and practical interest in national 
medical unity. 


Approved. 


13. In most, if not all, of the other Provinces, consider- 
ation has been given at one time or another to the adoption 
of a compulsory fee and discussions continue. 

Approved. 


14. By whatever method it may be accomplished by the 
medical profession, there can be no doubt about the 
wisdom of concentrating our strength into a stron 
national organization which speaks for “‘all the Doctors”. 
Although this statement has been made many times 
before, we should continue to reiterate it until our ultimate 
objective is reached. 
Approved. 


Miuitary MeEpIcAL Socieries 


15. The following seven Military Medical Societies have 
been accepted into iation: 

First Canadian Division Medical Society (Overseas) 

Second aes Division Medical Society (Over- 

seas 

Third Canadian Division Medical Society (Overseas) 

Fifth Canadian Armoured Division Medical Society 

(Overseas) 

First oe Army Troops Medical Society (Over- 

seas 

Debert Military Medical Society, Debert, N.S. 

First Canadian Corps Troops Medical Society 

(Overseas) 

General Council will no doubt desire at this time to 
extend cordial greetings and good wishes to our colleagues 
in the Armed Forces and to wish each one an early and 
victorious homecoming. 

Approved. 


Tue CaNnapIAN MEDICAL PROCUREMENT AND 
ASSIGNMENT BOARD 


16. Your five representatives —- at the last 
annual meeting as members of the Canadian Medical 
Procurement and Assignment Board—Doctors A. E. 
Archer, F. S. Patch, Léon Gérin-Lajoie, T. H. Leggett 
and T. C. Routley—have functioned as members of that 
Board throughout the year. The Executive of the 
Board has been meeting weekly. Since the inception of 
the Board in July, 1942, the General Secretary has acted 
as its General Secretary. At the last Board meeting on 
March ist, the Assistant Secretary, Lieutenant Colonel 
T. A. Lebbetter was made Executive Secretary of the 
Board, it being understood that the major part of his time 
would be available for that work. This has relieved the 
General Secretary of considerable responsibility and 
consequently he is obliged to spend less of his time in 
Ottawa than formerly was necessary. 


Approved. 


Suprpty oF MeEpicau OFFICERS 


17. The major source of supply of medical officers for 
the Navy, Army and Air Force now comes from the 
recent graduates. A certain number of specialists and 
older graduates are being sought constantly for new 
hospital establishments and replacements. Before they 
are accepted, the Bhs po ae of the Divisional Advisory 
Committee is secured, thus assuring intelligent disposition 
of our available medical man power. 


Approved. 


NATIONAL HEALTH SURVEY 


18. On Monday, March 13th, the Honourable J. L. 
Ralston, Minister of National Defence, tabled in the 
House of Commons the Report of the National Health 
Survey which had been conducted by the Board. In 
referring to the magnitude and scope of the report, the 
Minister said: 


“T think it can be confidently said that no other 
country in the world has had the benefit of as com- 
plete or extensive a study of its national health 
situation. It is of inestimable value not only now 
but for the future. Canada is greatly indebted to 
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all the organizations and individuals who have 
voluntarily given of their time and energy to carry 
out this most important undertaking. . . . The 
benefit of the effort of all these men and women 
will reach far beyond the realm of the Armed Forces 
to the wider field of maintaining and i improving the 
health of citizens throughout the Dominion. 


The Minister has arranged to have the report 
printed in order that it may ee available to all sections 
of the country desiring it for reference purposes. 


Approved. 


Provipine Doctors To DoctrorLess AREAS 


19. Growing out of the survey, it became evident that 
some sections of Canada, particularly rural areas, are 
badly in need of Doctors. By order of the War Com- 
mittee of the Cabinet, the Board has been authorized to 
provide Doctors to these areas, the arrangements to be 
completed between the Board and the Provincial author- 
ities. Negotiations to this end are now proceeding with 
the Provinces. 


REHABILITATION 


20. The Board has sent to every Canadian Doctor in 
military service a questionnaire card (C.M.P.A.B.—Q4) 
inviting comments and observations as to what the 
Doctor wishes to do on demobilization, particular reference 
being made to post graduate education. As of this date, 
more than 1,500 replies have been received and, of this 
number, in excess of 85% have indicated a desire to 
engage in some form of post graduate education when the 
war is over. All of this information is being carefully 
compiled and tabulated and will be of considerable value, 
not only to the returning Medical Officers but to all those 
whose responsibility it will be to assist them in becoming 
satisfactorily established or re-established in civilian life. 


Approved. 


21. The many problems involved are being carefully 
studied by the Association’s Committee on Rehabilitation, 
of which our President, Dr. D. Sclater Lewis of Montreal 
is Chairman. 

Approved. 
22. It is both significant and creditable that consider- 
ation is being given by the Government to ways and means 
of assisting returned soldiers, including doctors, to equip 
themselves for the duties of civil tife. 

Approved. 


MeEpIcaL ScHOOLS 


23. As a war measure, all of the Medical Schools of 
Canada accelerated their medical curricula in order that 
three classes might be graduated in the time formerly 
taken by two. This has provided between four and five 
hundred extra Doctors to the Services at a time when 
they were badly needed. 

After careful examination of the immediate and 
future requirements for Medical Officers on the recom- 
mendation of the Medical Schools, it has been agreed 
that deceleration will begin with the present first year 
classes. Classes now in second and subsequent years 
will continue the accelerated course to graduation. It is 
confidently expected that, by the time the accelerated 
program is completed, the need for additional medical 
officers will have been met. Acceleration has imposed 
heavy burdens wee depleted teaching staffs but to the 
great credit of all the medical schools the task has been 
met cheerfully and is being discharged efficiently. 


Approved. 


DivisionaAL Apvisory CoMMITTEES 
24. It will be recalled that immediately upon the out- 
break of the war in 1939, the Association established an 
Advisory Committee to the Government, which included 
nine Divisional Advisory Committees. 

With the establishment of the Canadian Meaical 
Procurement and Assignment Board in 1942, these com- 
mittees were aligned with the Board and it is not ee 
priate to say that any success which has attended the 





SUPPLEMENT 


5 


efforts of the Board is in a very large measure attributable 
to = efforts. The Committees with their chairmen are 
as follows: 


Divisional Committee Chairman 
—— Columbia....... Dr. Murray Blair, Vancouver 
eaugeeedcadaas De. &. TF. ampbell, Calgary 
eakatehoiaias Wines udwas Dr. O. E. Rothwell, Regina 
PENS. diwicncwas cea Dr. F. G. McGuinness, Winni- 
peg 
NL. ik intend ae enue Dr. Harris McPhedran, To- 


ronto 
Dr. Frank S. Patch, Montreal 
Dr. R. Rainville, Quebec 
Dr. J. R. Corston, Halifax 
Prince Edward Island Dr. W. J. P. MacMillan, 


Charlottetown 
Dr. A. 8S. Kirkland, Saint John 


Quebec—Military Dis- 
trict Number Four.. 

Quebec—Military Dis- 
trict Number Five.. 

Nova Scotia and Prince 


New Brunswick........ 


Each Committee has given a great deal of time to 
an oft-times difficult and sometimes thankless task. The 
problems require patience, judgment and tact, and con- 
sume many hours of labour voluntarily given by busy men. 

General Council and the entire profession are deeply 
indebted to these colleagues. 


Approved. 


MeEpDICcAL OFFICERS TRAINING CENTRE 


25. The attention of your Committee was drawn to the 
fact that the quarters of the Medical Officers training 
centre in Camp Borden were badly in need of furniture 
and eqepnes: A special committee under the Chair- 
manship of Dr. F. A. Brockenshire visited the camp and 
arranged to provide the necessary furnishings to make the 
place more comfortable. Funds voted for the purpose 
were contributed by the C.M.A., the Ontario Division 
and the Nova Scotia Division. It has been arranged 
that ownership and disposition of the furniture will rest 
with the Associations when the purpose for which it was 
secured has been served 


Approved. 


HEALTH INSURANCE 


26. A great deal of time and thought has been given to 
the subject of health insurance by your Executive Com- 
mittee during the ~~ year. As the report of the Com- 
mittee on ee Economics will go into this subject 
in detail, it is only necessary for your Executive Com- 
mittee to say that it has endeavoured to watch the situation 
in its various aspects and ramifications, particularly the 
activities in the Federal field. On your behalf, the 
Committee desires to thank the members of the medical 

profession who, as Members of Parliament and members 
of the Social Security Committee are endeavouring in a 
statesmanlike manner to interpret sound medical thinking 
to their colleagues. 

Approved. 


27. Your Executive Committee would also like to take 
this opportunity of expressing on your behalf sincere 
appreciation of what has been done by our overseas 
eagues in formulating their views on health insurance 
and for the kindness of Colonel Montgomery, Colonel 
Macfarlane and Lt. Colonel Botterell in attending meet- 
ings of your Executive Committee in order that the 
subject might be discussed -in detail. 


Approved. 


Sotprers’ DEPENDENTS BOARD OF TRUSTEES 


28. Your Committee received from various parts of 
Canada complaints with respect to the manner in which 
medical accounts were dealt with by the Soldiers’ De- 
pendents Board of Trustees. After carefully exploring 
the situation and discussing it with the Board your 
Executive Committee recommended the following: 
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1. That the Soldiers’ Dependents Board ofgTrustees 
be requested to use the medical tariffs of the 
Provincial Divisions of the Canadian Medical 
Association. 

2. That medical men be used as assessing officers, 
such personnel to be appointed by the Provincial 
Medical Associations. 


3. That cheques in payment of Doctors’ Accounts 
be forwarded directly to the Doctor and not to- 
the patient. 

4. That, when an account is not paid in full, ex- 
planation be made to the Doctor and the patient 
as to why it is not paid in full. 

5. That it would be desirable that there be a Doctor 
appointed to the Central Board, whose opinion 
would be of value in dealing with medical policy. 

Copies of the tariffs of all the Provinces were pro- 

cured and placed in the hands of the Board. It is antici- 
pated that the reply of the Board will be available for 
this meeting. 

Approved. 


After studying the proposed tariff submitted 
by the Soldiers’ Dependents Board of Trustees, 
it was the unanimous opinion that, in as much 
as we have no uniform tariff for Canada and 
the question of medical fees is strictly a matter 
of provincial jurisdiction, it would be preferable 
that the tariffs of the Provincial Associations 
should be used by the Soldiers’ Dependents 
Board of Trustees in respect to these accounts. 

It was agreed that arrangements be made for 
a conference between members of the Executive 
Committee and the Soldiers’ Dependents Board 
of Trustees. 


DEPARTMENT OF PENSIONS AND NATIONAL HEALTH 
TO BE REPLACED 


29. On Monday, March 20, 1944, in the House of 
Commons, the Right Honourable W. L. Mackenzie King, 
Prime Minister of Canada, moved that the House go 
into Committee of the Whole at the next sitting, to 
consider the following proposed resolutions: 


1. That it is expedient to provide for a Department 
of Veterans’ Affairs to replace in part the Depart- 
ment of Pensions and National Health and to 
assume the management and control of and to 
consolidate in such department all matters not 
by law assigned to any other department relating 
to the care, treatment, training or re-establish- 
ment of members and former members of the 
armed forces and other persons and all such 
other matters as may from time to time be 
assigned; and to provide further for the appoint- 
ment of such officers, clerks and employees as are 
necessary for the proper and efficient adminis- 
tration of the act. , 

2. That it is expedient to — for a Department 
_ Of Social Welfare to include that part of the De- 
' partment of Pensions and National Health not 

to be included in the Department of Veterans’ 
Affairs and to assume the management and 
control of and to consolidate in such department 
matters relating to the social security and wel- 
fare of the people of Canada as may from time 
to time be assigned to it; and to provide further 
for the appointment of such officers, clerks and 
employees as are necessary for the proper and 
efficient administration of the act. 


Until more information is available with respect 
to all that is contemplated in the foregoing resolutions, 
it is difficult to appraise them fully. They are set down 


here in order that they may be examined by General 
Council. 


Approved. 

After careful consideration of this matter, it 
was agreed that the following recommendations 
be made to the Government: 

1. That the new Department be named ‘“‘The 

Department of National Health.” 

2. That the medical side of the care of 
Veterans, including hospitalization, be 
placed under the jurisdiction of the De- 
partment of National Health, with a 
medical man as Deputy Minister. 


CoNCLUSION . 


30. Your Executive Committee is very conscious of the 
fact that the problems of the medical profession become 
more acute and intensified as public thinking turns more 
and more to the broad questions associated with social 
security. It is difficult to forecast with any degree of 
certainty what the future holds for Canadian medicine. 
A great deal will depend upon the complexion of the 
political structure which governs our country, particularly 
in the immediate post-war iod. Your Committee 
would recommend to General Council that it continue to 
exercise vigilance, tolerance and leadership in respect to 
the relationship of the profession to the people. 

31. On your behalf the Committee desires to express 
sincere appreciation to the committees and individual 
members who have assisted in carrying on the work of 
the Association during the past year. 


All of which is respectfully submitted. ~ 


A. E. ARCHER, 
Chairman, Executive Committee. 
T. C. ROUTLEY, 


Approved. General Secretary. 


REPORT OF THE COMMITTEE 
ON REHABILITATION 


Mr. Chairman and Members of General Council:— 


32. This committee was set up in 1942 to review the 
various means by which the interests of the returned 
medical officer could best be served. 


There would seem to be two ways in which this can 
be accomplished. The first by facilities for the place- 
ment and re-establishment in practice of the man in the 
armed forces, and the second by providing means for 
educational advancement. 

33. In the social or economic field the provision of 
accurate information for those wishing to enter practice 
and of assistance to those who are re-entering practice 
will offer many problems for consideration by the Associ- 
ation. 

34. In the educational field our medical schools are 
faced by the question of how to provide for the under- 
graduate instruction of a considerable number who may 
wish to take up the study of medicine. They also are being 
asked to provide postgraduate instruction for many who 
wish to take special courses before entering or resuming 
practice. 

35. At present a number of bodies are taking an active 
interest in these matters: the government, the medical 
schools, committees of our divisions, as well as our own 


committees. It would seem advisable that some central 
a should be set up by these various groups so that 
duplication of effort might be avoided and the Association 


might initiate inquiries along these lines. 
All of which is respectfully submitted. 
D. SCLATER LEWIS, 
Chairman. 


Approved. 
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REPORT OF THE HONORARY TREASURER 


Mr. Chairman and Members of General Council:— 
36. 


I have the honour to present the report of the Honorary Treasurer for 1943. Certified financial statements 


from Messrs. McDonald, Currie & Company, Chartered Accountants, are attached. Mr. Dignam’s audited statements 
of the Toronto office accounts have been incorporated in the Treasurer’s books. 


REVENUE 
37. The upward trend in business in 1943 reflected favourably on the Association’s activities and a rise is recorded 


in’ our t main sources of revenue. 
tising receipts were higher by $2,393.84. 


Membership fees increased by $208.15; subscriptions by $1,691.40 and adver- 


EXPENDITURE 
38. There has been an increase in expenditure of $2,000.00, largely the result of the Association’s Health Insurance 
activities, the printing of the bulletins sent to medical officers on overseas service and a debit from the Annual Meeting 
of General Council as there was no revenue from exhibits to offset expenditures. 


39. 


In spite of the increase in expenditures and although many of our members are on overseas service and are ex- 


empted from the payment of dues, there remains a credit balance for the year of $8,562.38. 


40. 


The total surplus of the Association now stands at $134,339.22. 


INVESTMENTS 
41. In the investment portfolio, changes and new purchases were again confined to Dominion of Canada Victory 


Loan bonds. In summary these were: 


GENERAL Funp 


$5,000.00 Province of British Columbia 4% Gold 
Debentures due 1957 were sold at $114.00. They had 
been purchased in 1928 at $9514. 

5,000.00 Dominion of Canada 312% bonds, due 
1949, were sold at $10214. They had been bought in 
1934 at $96.50. J 

$5,000.00 Province of New Brunswick 344% bonds, 
due 1949, were sold at $9914. They had been bought in 
1939 at $9714. : 

All of these holdings in the General Fund were re- 

laced by Dominion of Canada Fourth and Fifth Victory 
an 3% bonds at par, due 1957 and 1959. 

In addition, capital amounting to $16,000.00 was 
invested in Fourth and Fifth Victory Loans. 

The $1,000.00 5% First Mortgage Bond of the Ritz 
Carlton Hotel Company of Montreal which the Associ- 
ation owns by gift, has been replaced, during re-organiz- 
ation of the Company, by a 214% bond due 1973. Interest 


arrears have been partly cancelled and partly taken care 
of by a non-interest bearing Certificate of Indebtedness 
also due 1973. 


42. OsteR Memoria Founp 
$100.00 Dominion of Canada 314% bond, due 1949, 
was sold at $1024. It had been bought in 1934 at 
$96.50. This also was replaced by Fourth Victory Loan 
3% bonds at par, due 1957. 


43. FREDERICK NewTon GissorNe Srarr MeEMoRIAL 
AWARD 
$1,000.00 capital cash was invested in Dominion of 
Canada Fifth Victory Loan 3% bonds at par, due 1959. 
_In three Trust Funds, surplus revenue, not in im- 
mediate demand was temporarily invested in Fourth 
Victory Loan bonds. 


Lister Club—$800.00; Blackader Lecture—$400.00; 
Osler Scholarship—$900.00. . 


Mepicat War Re.ier Founp 


44. During the year, subscriptions amounting to $3,247.68 were received and forwarded to the British Medical Associ- 
ation and have been gratefully acknowledged. The total amount contributed by Canadian doctors from August, 1941, 


to December 31, 1943, amounted to $9,897.51. 
All of which is respectfully submitted. 


FRANK §S. PATCH, 
Honorary Treasurer. 


45. Sratement No. 1 
BALANCE SHEET AS AT 3lst DECEMBER, 1943 


ASSETS 
Cash on Hand: 
as Sd uia ehhh eae ew hike $ 25.00 
Cash in Bank: 
Montreal........... $15,272.88 
Toronto: 
General Funds.... 57.43 
Annual Meeting... 1,306.21 
——— 16,636.52 
—_———-_ $16,661 . 52 
Accounts RECEIVABLE: 
CS Be hee cs rina ws aed $ 19.61 
RI, G5 boos 6 des es evs 1,666. 46 
Ms ook ic eects ocednndes 272.99 
Special Reprints............... 199.72 
Trust Funds and Special Grants. 87.00 
Ie reer ee 132.13 
2,377.91 
INVESTMENTS: 
At Book Value, Schedule No.1 $116,773.67 
Accrued Interest............. 810.85 
117,584. 52 


Trust Funds—as per Schedule No. 2......... 37,200.06 
Special Grant Funds—as per Schedule No. 3.. 16,881.22 
urniture and Equipment—Less Depreciation. 743.32 


$101,448.55 


LIABILITIES 
BN iiss dike dilxcenecceataccs $ 802.55 
0, ee 14.76 
Advertising Prepaid...................... 178.50 
Prepaid Membership Fees, 1944. $ 174.50 
Prepaid Subscriptions, 1944... . 1,857 .74 
—_—_— 2,032.24 
Trusts—as per Schedule No. 2............. 37,200.06 
Special Grants—as per Schedule No. 3...... 16,881 : 22 
Surpius Account: 
Balance at Credit— 
3lst December, 1942....... $124,480.31 
Add—Profit on Sale of Invest- 
eee 1,296.53 
Excess of Revenue over Ex- 
penditure for the Year. .... 8,562 
134,339 . 22 
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46. 


Dr. F. S. Patcs, 
Honorary Treasurer, 
Canadian Medical Association, 
3640 University Street, Montreal. 


1943. 


AUDITORS’ REPORT 


Montreal, 15th February, 1944. 


We have audited the books and accounts of the Canadian Medical Association for the year ended 3lst December 


The receipts and disbursements of the General Secretary in Toronto, as shown on a statement certified to by 


Mr. Dignam as Auditor, 


have been incorporated in the books. 


We verified the cash on hand and in bank and received confirmation of the securities which are held in safekeeping 


for Investment Account and for Trusts. 


We found the books and accounts in good order and were given every assistance in the carrying out of our audit. 


Subject to the foregoing remarks, we report that, in our opinion, the above Balance Sheet is properly dr 


‘awn up 


so as to exhibit a true and correct view of the state of the Association’s affairs, according to the best of our information 
and the explanations given to us and as shown by the books of the Association. 


47. 


(Signed) McDonatp, Curriz « Co., 
Chartered Accountants. 


SraTemMent No. 2 


STATEMENT OF REVENUE AND EXPENDITURE FOR YEAR ENDED 31st DECEMBER, 1943 


REVENUE 

6 cna haencenwaccdaenadael $40,121.95 
NG. 5. ss oC eceraneadvetaeteasdwor 7,424.27 
ink icici dibknd each one benwe ee 42,153.79 
ID oc dicinduke d6vKennneeeadsos 612.30 
Sundry Seles of J maul. iii hdamic acetate ea wakes 178.76 
Sales of Medical Economics Books.......... 3.50 
Revenue from Investments and Bank Interest 3,602.50 

$94,097 .07 








EXPENDITURE 
JOURNAL EXPENSES: 
i. 5 ik ohne weln ee KERS $29,676.54 
ee 709 .42 
Agents’ Commissions.......... 5,291.60 
Editorial Salaries.............. 7,800.00 
Editorial Expenses: 
Honoraria to Division- 
al Representatives... $825.00 
Honoraria for 
stracts and Special 
Contributions...... 7 
1,272.37 
—————_ $44,749 .93 
ADMINISTRATION AND FINANCIAL EXPENSES: 
General Expenses............. $ 475.47 
Unemployment Insurance...... 59.80 
Travelling Expenses........... 9,109. 56 
Office Expenses—General Secre- 
I. scabies Rake uiesenes 372.07 
PN dticadcncceesnneuce cen 948 .67 
Salaries: 
General Secretary’s 
Office (including 
— allow- 
iia ie dclacniatbiiie $16,993.65 
J ioral Office. . 5,433.35 
22,427 .00 
Stationery and Printing........ 648 .05 
Telephone and Telegrams...... 655.74 
Discount and Exchange (Net). . 318.64 
Depreciation of Furniture and 
I a ickdwne enn eee 82.59 
Royal Trust Fees............. 145.38 
Cost of Living Bonus.......... 1,252.82 
$36,495 .79 
Expenditure—Annual Meeting— 
as per Statement No. 3—1942 79.00 
1943 805 . 47 
884. 47 
Overseas Bulletins....... Setwalw i 437 .73 
Heatts INsuRANCE CoMMITTEE: 
Ps cdicdcinns be cstiee%s 1,988 . 40 
Legal Expenses............... 685.74 
General Expenses .............. 292.63 
2,966.77 
Excess of Revenue over Expenditure for the Year 
—transferred to Surplus Account.......... 8,562.38 


$94,097 .07 
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48. Sratement No. 3 


ANNUAL MEETING IN MONTREAL, JUNE, 1943, STATEMENT OF EXPENDITURE 


REVENUE 


49. 


EXPENDITURE 

C6 kick nnhdes éadccedesaeess 
‘Teme OOD, 6 oc ccc cicsccccenccas 
Printing — Business Transactions 

Annual Meeting...... $259 .29 

NG Ah atins 44554 57.68 
SIS eich idee Rk atacanswenedee 
Insurance on Golf Cup...........cccceeees 
CHRIS TION, 5 oso on cnncsasececseeas 
- To 6.6 66 nc cddeicaads 
Jasper Meeting—June, 1942............... 


ScHEDULE No. 1 


SCHEDULE OF INVESTMENTS AS AT 3isr DECEMBER, 1943 


GENERAL FUND 


Par Value 


isis os cis Re eeene iene eh neha ates Meaaede $ 5,000.00 
se bi wo nig ce o5 oth awa Na TR nade baadeweeedanded 100.00 
rs darn ede Sader awe eh eek ew kWh eee Rhand wae ee eee 21,000.00 
iil aa hah de edesuuheabae ead sensed ae ade ee eaeeees 17,000 .00 
es ii in nhs de EN en HKG CEES RGAE RS HE ONO RON SSR CORAM EAS 10,000 .00 
i ite sd ee he es aes Deg a le bee 10,000 .00 
a So i anata wie dn Ae a Vbe abe deed ads Soa Khe Sewead aw heed 1,000 .00 
EE TEENS re a re er er Te ee 10,000 .00 
ti so sd Gia abmw awa dak ddiive eed dade oe wae’ ewe bee's 5,000 .00 
ss hide cews Kee eaw evens sk akeww es AL KaRoaedaree eed 10,000 .00 
i ot nd ec ee Do SAW edhe Cha eR RS KAN ORE ote Sedan eeae 1,000.00 
i eae tk bk eae w aaa ee Ohad leeee een aE ES eeaaews 9,000 .00 
i a win a Wile wad alo aS WW ae Habe de ewes aewa eae ads 1,000 .00 
i ceneun danwhe so henW Redd adeetenbeeedadaaewae 3,000 .00 
ARG a su en eRE Heb ease Re KERN RSS bere eben Kaawenbey cueeead 500 .00 
Ns 6 iso nen a aN Oa eS AA oa Od de aR U ONS eee sad ees 1,000.00 
ee iii a t’an 6d eee bana ed RAWKG KEANE Se Kha nee PoE 2,000 .00 
he aa Eleni ae a hwhn Kadeanes dead nue web alee eis 5,000 .00 
Jewish Hospital Campaign Committee Inc., of Montreal 5/46. ............2..000000- 5,000 .00 

Ritz-Carlton Hotel Co. Ist Mortgage 214/73 and $130.00 Non-Interest bearing Cert. of 
I yi iia ik 6 WAS.2 5 5G a Se Ra Sa Rb SEs ca Sas ORNs 4b SER ee ew deans 1,000.00 
$117,600.00 


Approximate Market Value $116,995.00 





$832 .53 


wi 27.06 





$805 . 47 


os 79.00 





$884 . 47 


5,050.00 
4,950.00 


1,000 .00 


$116,773.67 





10 SUPPLEMENT 


50. TRUST FUNDS 
Lister Club Fund: 
Province of Quebec 414/63 


Dominion of Canada 3/56 
Dominion of Canada 3/57 


eeeereer eres eeeeeeseeeeeeeseeeeeeeeeeeeeeeeeeeeee 
eee eeeeeeeeeeeeeeseeeeeseeeeeeeeseeseeseeeeseesesd 


Approximate Market Value $7,426.00 


Osler Memorial Fund: 


NO 66 5 hd hv exnisvd dens ckinnesaeeewen “ie ieniKes 
Dominion of Canada 3/51 
NN I, 6g vk ckcs seas cess siewien sede deeesesouwnes eens 
Province of Alberta 414/42 
Dominion of Canada 3/54 


eeoereeeereereeeeeeeeeeeeereseeeeeeeeeeeeeeseeseeeeeee 


eeeeeeeeereeeeeeeereseseeeeeeeeeeeeeeeeeeseeeese 


Approximate Market Value $5,167.50 


Osler Scholarship Fund: 


Dominion of Canada 3/51 
Dominion of Canada 3/58 
te Or ID ib. 6 desi ss cenddncscdsondaveddcasdhuccodgeenecenunes 
Dominion of Canada 3/56 
Dominion of Canada 3/57 


eeoeeeeeeseeeeeeereeseseeeeeeeeeeeeseeeeeseeeeesese 


eeeeeeeeeeseeeeeeeeeseeseeeeeeeseereseeeeeeeseeeeee 


eee eeeeseeeeeeeseeeeseereseeeeeeeeeeeeeseeeeeeseese 


eeoeeeeer essere eee eeseeeeeeeeeseeseeeeeeeeeeseeesese 


Approximate Market Value $15,045.50 


Blackader Lecture Fund: 


Dominion of Canada 414/46 
Dominion of Canada 444/57 
I ss das aman a i's td ceeead anaes weeneaeues 
NE I os ns sé we neeen wan han sacann heeee knee aeaben 
City of Drummondville 4/56 
City of Drummondville 4/62 
Dominion of Canada 3/56 
Dominion of Canada 3/57 


oe ee eeeeeeeeeee sees eseeeeeseeeeseeeeeeseeeeeens 


eee eeeeeeeeeeeeeeeeeeereeseeeeeseeeeseeeeeeeees 


oor er eee wr eeeeeeeeeeseeeeeeeeeeeeeseeeseeeeeeses 
oor eeeeees eee eseeeeeeeeeseeeeeeeseeeeeseseseee 
se eer ere eee ee eeeeeeeeeeeeeseeeeeeesseeseeseeeeese 


Approximate Market Value $5,770.00 


Cancer Fund: 
Dominion of Canada 3/56 eevee eeeveeeeneeee8 eeeeeeoeaoee eee eee 


Approximate Market Value $10,000.00 


Frederick Newton Gisborne Starr Memorial Award: 
Dominion of Canada 3/59....... 


eeeeseereeeeeeeeeeeeeeeeeseeeeeeeeseeeeees 


Approximate Market Value $995 .00 


NOTE.—The Association is holding the following Uncashed Coupons on 
Province of Alberta Bonds:— 


DINE c. dncweiesednowass $1,125.00 
Osler Memorial Fund........... 675. 
Blackader Lecture Fund........ 225.00 
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Scuepuus No. 2 
SCHEDULE OF TRUSTS AND TRUST FUNDS AS AT 3lsr DECEMBER, 1943 








Lister Club Fund: Trust Funds Trusts 
NE te DCRR 5 25 Ad Ondine DARE padsd ne chadueterdaducdaeiheeanie $6,521.16 
Accumulated Revenue—31st December, 1942................. $796.56 
EE ON os Cha HR RG Pec ete in0et45edsindasdgenenes 213.20 
‘1,009.76 
—— $7,530.92 
Represented by— 
TPES A PU ROD IO Bion ik 0 ioc cccsccecccdecssvevcsceses $7,285 .00 
Se NES hh8-6 1d C5 Sk ad CANE WKS bane enew ¥aectoeewanseuneeanenss 245.92 
; ——_ $7,530.92 
Osler oo Fund: 
tech ada deeéceseneserme sks ca akd swiss a oscken che caaanken $5,571.96 
cial Deficit—3lst December, 1942.................. $ 48.38 
Ee er rr rr ee ee wera ier 142.01 
93.63 
_—_—_—- 5,665 .59 
Represented by— 3 
Investments Ry HOI, Ok os cca dnccddaanien sacddentacasda $5,559 .00 
ek Re wa eet ade Oe whe Menten week aee es aehn 105.89 
is hing ek ohn ce R ok nina thet inhseascatanensnaanee om 
5,665.59 











Capi ‘tal Nc aac aes a0iG whe Actin a tess a Weide dk metacn Sone ea ab a Sate ceca ace ene $12,448 .68 
Accumulated Revenue, 3lst December, 1942..............:.. $2,594.03 
EE I iin. 5 2. 60S a. HAAS Ade Okra ee sebassnetaseees 523.39 
: —-__ 3,117.42 
-_—__ 15,566. 10 
Represented by— 
Investments as per Schedule No. 1... 2.1.0... cccccccccccccsccceces $15,079.99 
SO NS, ed oho aS elas 564 SRE RRTON Koda sK Saeed i deeeeeenEe 486.11 
——_ 15,566.10 
Blackader Lecture Fund: 
Gs 6 thee heek ender d as eb heeaindin s+ 6 tanks dew oees toe timers $5,458 .73 
Accumulated Revenue, 3lst December, 1942 ................. $521.99 
OM i AR ka ha hid as oe here ies end en hee sdeenee 167.16 
—— 689.15 
_—_——_ 6,147.88 
Represented by— 
Investments as per Schedule No. 1............. ccc ccee cece ceceeeces $5,909 .03 
CT EE 6h ONC kv en Se GdRk se dew none eke cdbdaneeaseonminees 238.85 
——__ 6,147.88 
Blackader Library of the Hospital Service Department: 
ee EONS DUD 5s ic de kcc'e- des wpuwe dav eudesteseadsassebueaens $955.02 
IY 1s 600i ad FEEL 8S ee SOKA 4 Gee TUR eee Ree cu dee eek 4.63 
$959.65 
Deduct—Expenses: 
ST II aS oon Side'crne SavesteteeeewaeSane irene etevanes $75.93 
883.72 
Represented by— 
I 6b Oiie os o's Wie LS Rin in dadeee wench Gee eaen seen es $893 . 40 
By PO a 608 TCS RAD HRRES Fo 8 Oa ROHR Riese e 8c 9.68 
-_—— 883 .72 
Canadian Radiological Society Library Fund: 
ey OE IIs bed 8. vkn'g's SD nen vate kaeusdebwns bees eeanee $204.60 
RE EP OE Tee ee ETT OT TOT ETT Oe TEEPE TEE COT CT 1.00 
205 . 60 
Represented by— 
NS itil th Cr a ob kidd ca wien Paes Aa Ome wd lad eee NR chee awes 205 .60 
R.C.A.M.C. Training Centre: 
SE EN 0s bok vss REN wee laced hue 2 URE DARN Ee eew bse sadadeakeuen 200.25 
Represented by— 
LS ich ola sha thes oleae tb Gawud Saag name yb hee be ed aabadt ans euaindad 200 . 25 
Frederick Newton Gisborne Starr Award: 
i 8k £Gd seed Gkicd neh eRe Rad x bs 84 LENS AANWGs ci dbee hy beKR NaS Ieeb tosh 1,000 .00 
Represented by— 
TE I GE Resi cin an's even be was cithasws dee ensdatanneseetied 1,000 .00 


$37,200.06 $37,200.06 





: 


7 SUPPLEMENT 


Can. M.A. J. 
Sept. 1944, vol. 51 








51. ScHEepu.te No. 3 
SCHEDULE OF SPECIAL GRANTS AND SPECIAL GRANT FUNDS AS AT 3lst 


Department of Hospital Service: 





Balance at Credit, 3ist December, 1942... ......... cc ccccccccccccccccccs $ 845.57 
Grant from Sun Life Assurance Company of Canada..................06. 11,000.00 
Pe Ns 5a Sine eeeRE eke ook cae npn el ekersbunsaendeeetaeess 9.4 
$11,855 .02 
Deduct—Coat of Living Bonus... ...........cccccccepecceces $ 178.06 
Salaries (including expense allowance)............... 9,039 .92 
Travelling Tixpomees.... . .. . 2.6.66 sscccsscsssctssenes 727.78 
Printing, Stationery, Literature and Office Supplies.... 109.78 
NG iil a eM obs Dae eae ee eRe WERE ED EONS 141.43 
Telephone and Telegrams. ................eeeeeeees 10.75 
EI reer ees rere ere rer Tr re 51.85 
Unemployment Insurance...............e2ceeeeeees 14.04 
Depreciation of Equipment.................eeeeeeee 67.14 
——_ 10,340.75 
Maina ak Chill: Bik Thee, DOES. go in nn kc kk ceccsa discs danddadecdatendsaess 
Represented by— 
ies Cee ine kobe SRE ST ORS EN SCEE $938 .92 
Less—Accounts Payable. ............cscecccccccscecces 28 .94 
$909 .98 
Eguipmsent—Less Depreciation... ....osccccccscceseccscccsncvewses 604. 





(Revenue $11,009.45, Expenditure $10,340.75, Excess Revenue for 
year $668.70.) 


Department of Publicity and Health Education: 


Balance at Credit, Zist December, 1942... 00... ccccccccscccccccccovcess $2,507 .93 
Bank Interest : 


eevee ereeeeeereeeeeeeereeeeeseeeeeseseeeeeeseeseeeeseeeeeeeese 


$2,517.61 
Deduct—Stationery and Printing.................ceceeceeees $590.90 


Depreciation of Equipment...................e2e00. 24.49 








Balance at Credit, 31st December, 1943 
Represented by— 


Oe i ea eld dmaes crete Abe ERE cae ae $1,681.79 
220.4 


eevee eeee ee eee ee eeseee eee sees eseseseseeseese 


Equipment—Less Depreciation. ............-ccecce ccc cccccecescees 3 
Cancer Fund: 

Balance at Credit, 31st December, 1942...............-ccceeeeeeeeeeccee $13,446.73 

Grant from Board of Trustees of King George V Jubilee,Cancer,Fund for 
NE bE ACO REE Os a AMOK G ee RA ae ee ee I eed 7,000 .00 
EE I: soi nick Ke emeinateead aed ae ax am ewiae BR ee a Rann ae ea 51.11 
Is aid cneosaxhiew ob skeen sd ens cne eENKS KNEE CREOLE ARe eee 300 .00 
$20,797 . 84 

Deduct—Canadian Society for Control of Cancer.............. $7,000 .00 

IID s iss nic o6.4055 e0keescacenesnoesn de 333.00 

I 6k cp sddac KEK S RRA AKER REREDETR ROSEN 15.28 

eH PUNE oc kc reco cccsnccedaveadebees 27.5: 


4 
———-_ 7,375.82 
Balance at Credit, 31st December, 1943 


eaten Re Oo a eee 
hee he ots ane ied a ibd, ibn Mara SUE Sa aR $ 3,422.02 
investasonts as peor Schedule No. 1... ..... 0 ccc ccccccescsccvdccssens 10,000 .00 
(Revenue $7,351.11, Expenditure $7,375.82, ,Excess ‘Expenditure 
for year $24.71.) 
Committee on Nutrition: 
Balance at Coedit, ist Docembber, 1042. ..... . 2... cc cccscwdecviseccsedsces $42.10 
I cen bGa Weve 05a CREREVS dh eed deb d be CORR EKRa SES .61 





Balance at Credit, 31st December, 1943 
Represented by— 
Cash in Bank 


eeoeee eee eee eee eee eee eeeeseeeeeseeseeeeeeseeeeee 


eee eee eee eeeeeeeeeeeeeseeeeeeeeeeeeeeeeeeseeeeeeeeeeeeEeeeeseees 





DECEMBER, 1943 


‘hen Special 


Funds Grants 


$1,514.27 

$1,514.27 
1,902.22 

1,902.22 
13,422.02 

13,422.02 
42.71 

42.71 








— 


$16,881.22 $16,881.22 
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52. Srarement No. 1 


DEPARTMENT OF HOSPITAL SERVICE 
BALANCE SHEET AS AT 31st DECEMBER, 1943 














ASSETS LIABILITIES 
CT Te cists sidins ite neirtnasagintieas $938.92 — Payable. ..............sesceeseeees $ 28.94 
URPLUS: 
EquirMENT: Balance at Credit, 31st December, 1942 $845.57 
Balance, 3lst December, 1942...... $599 . 43 Add—Excess of Revenue over Ex- 
Additions during year............. 72.00 penditure for the Year............ 668 . 70 ini 
1,514. 
$671.43 
Deduct—Depreciation for Year.... 67.14 
604.29 
$1,543.21 $1,543.21 


AUDITORS’ REPORT 


We have audited the books and accounts of the Department of Hospital Service of the Canadian Medical Associ- 
ation for the ‘ed ended 31st December, 1943, and we have obtained all the information and explanations which we 
have req 

We vemeet that, in our opinion, the above Balance Sheet is properly drawn up so as to exhibit a true and correct 
view of the state of the Department’s affairs, according to the best of our information and the explanations given to 
us and as shown by the books. 

. (Signed) McDonatp, Curriz & Co., 


Montreal, 11th February, 1944. Chartered Accountants. 


53. Srareumwr No. 2 
STATEMENT OF REVENUE AND EXPENDITURE FOR YEAR ENDED 3lst DECEMBER, 1943 


REVENUE EXPENDITURE 

Grant—Sun Life Assurance Co. of Canada... $11,000.00 Salaries (including Expense Allowance) ...... $9,039 .92 
SI, 6 5 osc dea dkcnecwas ees Oi4B CD CE EI IS no cc cece cccccccccens 178.06 
OE I, 5 ok noes cdc vceusecdacs 727.78 

Stationery, Printing, Literature, and Office 
ES Peo raerey ee errr 109.78 
ieee ce thd ews asides esde eOus 141.43 
Taephene BOIS od cds ccwcccasas 10.75 
re 51.85 
Unemployment Insurance.................. 14.04 
Depreciation of Equipment................. 67.14 
$10,340.75 

Excess of Revenue over Expenditure for the 
Year—transferred to Surplus Account.... 668.70 
$11,009.45 $11,009.45 


54. Srarement No. 3 
STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS FOR YEAR ENDED 3lst DECEMBER, 1943 


RECEIPTS DISBURSEMENTS 

Balance of Cash in Bank, 31st December, 1942$ 288.50 Repayment of Loan from Canadian Medical 
Grant—Sun Life Assurance Co., of Association Current Account............. $ 2,000.00 
REG ee es $11,000.00 Accounts Payable, 1942.................... 42.36 
be f oe Ca 7 di : Medical . Purchase of Office Equipment .............. 72.00 
an irom C ana a - c 2,000.00 Salaries (including Expense Allowance)...... 9,039 . 92 
Association Current Account.... 2,000. ee ee eee ee 178.06 
fe TTT eee 9.45 Travelling Expenses.................0ec0e- 727.78 
. ee Stationery, Printing, Literature, etc......... 88.60 
Total Receipts............. STING ik ketenes dhs nent avinacdie 138.74 
Telephone and Telegrams.................. 9.56 
SI ak. cue dedi usacccvasenavas 47.97 
Unemployment Insurance.................- 14.04 
er CIN Ss sos n'a kk on sence san’ $12,359 .03 


Be.i ance of Cash in Bank, 31st December, 1943 "038. 92 


$13,297.95 $13,297.95 





SUPPLEMENT 
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55. Sratrement No. 1 


CANCER FUND 


BALANCE SHEET AS AT 3isr DECEMBER, 1943 


iii iccocabareaceecenawe $ 3,422.02 


Investment in Dominion of Canada War Loan 
(Approximate Market Value 


$13,422 .02 


LIABILITIES 
Surpivus Account: 
Balance at Credit—31st Decem- 
IRE SS SE eee $13,446.73 
Deduct—Excess Expenditure for 
Year 


eeeewerereeeeeeeeeeeeeeee 


24.71 
——— $13,422 .02 
$13,422 .02 


AUDITORS’ REPORT 


We have audited the books and accounts of the Cancer Fund of the Canadian Medical Association for the year 
ended 31st December, 1943, and we have obtained all the information and explanations which we have required. 

_ _ We report that, in our opinion, the above Balance Sheet is properly drawn up so as to exhibit a true and correct 

view of the state of the Fund’s affairs, according to the best of our information and the explanations given to us 


and as shown by the books. 


Montreal, 15th February, 1944. 


(Signed) McDonatp, Curriz & Co., 
Chartered Accountants. 


56. SratTemMent No. 2 


STATEMENT OF REVENUE AND EXPENDITURE FOR YEAR ENDED 3lst DECEMBER, 1943 


REVENUE 
Grant from Board of Trustees of King George 


V Jubilee Cancer Fund for Canada........ $7,000.00 
III, «nthe ss awit Ss athe be Chis «besos §1.11 
Revenue from Dominion of Canada War 

NN Pa ii cid ks nich oe ache ghee dd kas 300.00 

$7,351.11 

Excess of Expenditure over Revenue for the Year 
—transferred to Surplus Account.......... 24.71 
$7,375 .82 


EXPENDITURE 
Canadian Society for Control of 
GE ky ciccdupu se dhend Heseedneus deans $7,000.00 
Royal Trust Company—lInterest and Fees... . 15.28 
Travelling Expenses.............00ceeceeees 333.00 
Stationery and Printing..................... 27. 


$7,375 .82 
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57. Sratement No. 3 


' STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS FOR YEAR ENDED 
3lst DECEMBER, 1943 


REcuHIPTS DISBURSEMENTS 
Balance of Cash in Bank, 3lst December, 1942 $ 446.73 Canadian Society for Control of 
a —_—— _ 1042. ...... . $3,000.00 CE ctihia Scaeeea eas aeus $ 7,000.00 
rant from Board o oO dans 
King ‘George V Subieo Cancer | ee ae 
nd for Canada............... i - 
Bank Interest.........++s0c0cee "b1.11 Travelling Expenses. ...... seseee 333,00 
Revenue from Dominion of Canada Stationery and Printing.......... 27 .54 
War Loan Bonds............0. cmaentamnntaneaaae 
10,351.11 Total Disbursements........ $7,375.82 
Total Receipts. ......cccceee $10,797.84 Balance of Cash in Bank, 3lst December, 1943 $3,422.02 


58. THE CANADIAN MEDICAL ASSOCIATION FUND IN SUPPORT OF THE WAR BENEVOLENT FUND : 
OF THE BRITISH MEDICAL ASSOCIATION = 


STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS 
FOR THE YEAR ENDED 3list DECEMBER, 1943 


RECEIPTS ; DISBURSEMENTS 
ConTRIBUTIONS: British Medical Association.................. $3,247 .68 
Huron County Medical Association....... - $ 80.00 
Kent County Medical Association......... 35.00 
Vancouver Medical Association........... 40.00 ‘ 
Victoria County Medical Society.......... 50.00 é 
a of Physicians and Surgeons, Saskat- : 
CWI 6 0's oo sce cccsccccccccccccccs 1,500.00 
Prince Albert District Medical Society. .... 60.00 : 
Oxford County Medical Association........ 104.60 ' 
Moose Jaw Medical Society. ............. 45.00 q 
Sundry—lIndividual Subscriptions from 
| Pee oo er 1,333 .08 


$3,247.68 Balance of Cash in Bank, 3lst December, 1943 


AUDITORS’ REPORT 


We have audited the books and accounts of the Canadian Medical Association Fund in Support of The War 
Senevolent Fund of the British Medical Association for the year ended 3lst December, 1943, and we have obtained 
\l the information and explanations which we have required. 


We report that, in our opinion, the above Statement represents a correct summary of the Receipts and Disburse- 
—_ = - year, according to the best of our information and the explanations given to us and as shown by the books 
t the Fund. 


(Signed) McDonatp, Curr & Co., 
Montreal, 15th February, 1944. Chartered Accountants 


Approved. 
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REPORT OF THE EDITOR 


Mr. Chairman and Members of General Council:— 


I beg to report on the work of the Journal for the 
past year. 


59. The supply of papers has so far been adequately 
maintained in spite of the absence of a regular annual 
meeting. Our sources, however, have been gravely 
affected by war a and even the small number of 
pers from men in military service has diminished. It 
is expected that the annual meeting this year will provide 
more material, but even so there is not as much in prospect 
as I should like to see. The demands on the profession 
nowadays very seriously affect the number of papers 
written. I think however that more case re — might 
be produced. These are always welcome and form a most 
valuable part of medical literature. We have arranged 
with the various medical journals published by the Armed 
Forces to interchange material when it is found desirable 
to do so. Complete co-operation has been extended in 
this respect by the Directors-General of the medical 
services involved, and by Lt.-Colonel W. J. Deadman, 
Editor of The Journal of Canadian Medical Services. 


60. The subject of Medical Economics has been given 
especial attention. We invite free expression of views 
and constructive ideas. Perhaps our correspondence 
columns are not used to their full extent in this respect. 


In accordance with the instructions of the General 
Council the Overseas Bulletin has been produced at inter- 
vals, and will continue to be sent. We know that this 
attempt of the Association to keep overseas medical men 
oe | informed on medical economics, is greatly appreci- 
ated. 


61. I must again pay tribute to the work of the Divisional 
Secretaries. Their interest and assistance is essential to 
the welfare of the Journal. 


My thanks are also due to Dr. Nicholls for his 
constant assistance and advice, and to Mrs. Lang and her 
staff. Our printers, The Murray Printing mpany, 
continue their excellent work in spite of unusual difficulties 
as regards labour. 


All of which is respectfully submitted. 


H. E. MacDERMOT, 


Editor. 
Approved. 


REPORT OF THE MANAGING EDITOR 


Mr. Chairman and Members of General Council:— 


62. I have the honour to present the report of the 
Managing Editor for 1948. Demands for additional 
space and new contracts amounted to $5,800.00. Against 
this, however, is recorded a reduction in contracts, chiefly 
due to war restrictions, which amounted to $3,400.00, 
leaving a net increase over the previous year of $2,400.00. 
The total receipts from this source for 1943 amounted to 
$42,153.79. 


63. The larger advertising volume of the past three 
years and the slowing up in production of essential ma- 
terials presented many obstacles, and adherence to the 
issuing date has been a difficult task. We are indebted 
to The Murray Printing Company whose reliable assistance 
made this possible. 


All of which is respectfully submitted. 


F. S. PATCH, 


Managing Editor. 
Approved. 
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REPORT OF THE COMMITTEE 
ON NUTRITION 


Mr. Chairman and Members of General Council:— 


64. The Medical Branch of the Royal Canadian Air 
Force produced during the past year a motion picture 
film in sound and colour called ‘‘Training Table.” This 
film was produced primarily to inform the R.C.A.F. 
personnel as to just why certain foods are included in 
the ration. Some thirty copies in 16 mm. kodachrome 
- a constantly shown at R.C.A.F. Stations across 


65. Based on the film ‘“‘Training Table” your committee, 
in conjunction with the Committee on Nutrition of the 
ife Insurance Companies in Canada, and with the 
permission of the Royal Canadian Air Force, produced 
and printed one and a quarter million copies of a coloured 
booklet of some sixteen pages, called “What They Eat to 
be Fit”. At the present a the first printing is practi- 
cally exhausted and < second — contemplated. 
The Life Insurance Companies in Canada presented 
225,000 copies of this booklet : the Royal Canadian Air 
Force for distribution to R.C.A.F. personnel at the showing 
of the film. The remaining 1 ,000, 000 copies have been 
distributed to = civilian po ulation under the joint 
auspices of the dian, Meds ical Association and the 
Life Insurance Genie’ in Canada 
66. It was felt that the sehearsnaliien contained in the 
film ‘‘Training Table” would be of interest and value not 
only to R.C.A.F. personnel but to the population generally. 
Accordingly, with the permission of the Royal Canadian 
Air Force, arrangements were made with the Famous 
Players Canadian Corporation to make copies of this 
film in 35 mm. technicolour. The Famous Players 
Canadian Corporation have financed the production of 
these technicolour prints and are making them available 
at no cost to all theatre owners in Canada as a public 
service. The showing of the film started in January 1944. 
To date it has been shown in first-run theatres across 
Canada and is now being shown in the neighbourhood 
theatres. It is estimated that five million people will 
see the film. A trailer has been produced, shown at the 
end of the film, which includes a large picture of the 
booklet, and reads as follows: 


“This colourful 20-page booklet based on the film 
TRAINING TABLE has been published under the 
joint auspices of the Life Insurance Companies of 
Canada and the Canadian Medical Association. 
A limited number are available free to patrons of 
this theatre. Ask an attendant for your copy.’ 

67. It is anticipated that this work of your committee 

in conjunction with the Life Insurance Com 


anies in 
Canada and the Royal Canadian Air Force impress 
on the Canadian people the im 


rtance of proper nutrition 
for the health and efficiency of the nation. 


All of which is respectfully submitted. 


FREDERICK F. TISDALL, 


Chairman. 
Approved. 


REPORT OF THE COMMITTEE 
ON MEDICAL EDUCATION 
Mr. Chairman and Members of General Council:— 
The Committee on Education submits the fcllowing 
report: 


1. Re Post GrapuatTe Epucation UNDER 
HEALTH INSURANCE 
68. Based upon the replies. to a Questionnaire sent to 
the Chairmen of the Branch or Provincial Committees on 


Education and the considered opinion of the Nucleus of 
Committee the following recommendations are 


the 
made: 
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(a) Post Graduate Education should be provided 
under the Health Insurance Scheme. : 
(b) This should not be mandatory but some prefer- 
ence and consideration should be given men who 
take it, possibly in connection with promotion 
or salary increase, etc. 
These courses should be arranged in Medical 
Teaching Centres and also in certain of the 
larger hospitals, where staff, personnel and 
clinical material are suitable, in places where 
Medical Schools do not exist. Clinical teams 
from larger centres could also be sent to certain 
smaller hospitals to conduct courses periodically. 
This work should be undertaken for two weeks 
annually or its equivalent. Certainly the inter- 
val between courses should not exceed three 
years, 
Locum tenens should be provided by the author- 
ities for doctors taking these courses. 


(c) 


(d 


~— 


(e) 


2. Re TRAINING OF SPECIALISTS 


69. Information available indicates that a scarcity of 
trained specialists is probable after the war. We shall 
have to provide facilities in this country for this type of 
training, as few or none from here can be trained in 
Great Britain or the United States. As the result of the 
questionnaire and information obtained from the Depart- 
ment of Hospital Service, this Committee recommends: 
(a) That training facilities for specialists be provided 
in Canada, and that a survey be undertaken to 
determine what facilities are available. 


That the requirements for the training in the 
various specialties be laid down by the Royal 
College of Physicians and Surgeons of Canada 
or & ——— committee from the Royal 
Colleges, the Department of Hospital Service, 
the Committee on Education of the Canadian 
Medical Association and the Association of 
Medical Colleges. 

That consideration be given to using certain of 
the larger hospitals not in teaching centres, as 
the hospitals in centres where Medical Schools 
exist may be unable to meet the need. 


(0) 


(c) 


3. Re RerrRESHER COURSES 


70. As civilian practitioners have had little opportunity 
for Post Graduate study during recent years, as Teachin 
Centres, because of the accelerated course and deple 
staffs have been able to provide little or nothing along 
this line, it is recommended: 
(a) That certain of the ae non-teaching hospitals 
be urged to organize for carrying on Refresher 
Courses as soon as —— and that advice and 
assistance be provided to this end by the Cana- 
dian Medical Association. 
(b) That these courses be developed upon a per- 
manent basis to meet the post war requirements 
of,men returning from the army. 


All of which is respectfully submitted. 


O. W. NIEMEIER, 


Chairman 
This report was received. 





REPORT OF THE DEPARTMENT OF 
HOSPITAL SERVICE 


Mr. Chairman and Members of General Council:— 


71. During the past year the Department of Hospital 
Service has continued its work of studying hospital con- 
ditions in and elsewhere and of providing assist- 
ance, when requested, on various rela 
of interest to note that, during ae six months, the 
emphasis would seem to have shi from personnel 
shortage—the major problem for the past three years—to 


matters. It is 
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that of proposed construction. The dislocation of popu- 
lation and the general 
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cessation of construction for the 
war period have resulted in an ency for increased 
hospital construction which should bring about during 
the postwar period an era of hospital construction quite 
unequalled in our history. 


72. If health insurance on a broad scale should eventu- 
ate, the need for immediate hospital construction may 
become still more acute. A study made in December by 
the Ontario Hospital Association in connection with the 
proposed compulsory hospital insurance measure in that 
einer revealed that not one single county had sufficient 

ospital beds to meet present demands, much less do so 
under health insurance conditions. In view of the fact 
that approximately 20% of patients in general hospitals 
could looked after elsewhere, if other accommodation 
were available, there is a general feeling that, were ade- 

uate facilities provided for those chronically ill and for 
the convalescent, the existing general hospitals might be 
able, with some additions, to carry the load. 


73. Internships and Residencies. There has been little 
change in the list of hospitals approved for internship. 
Six of the larger D.P. & N.H. hospitals have been added 
to the “commended” list and two hospitals have been 
deleted from the “approved” list. We have noted with 
regret a tendency for a number of hospitals to “let down’’ 
during the past year or two. Autopsy percentages have 
suffered and there are other evidences of less efficient 
attention to staff work. Undoubtedly the war has had a 
great deal to do with this situation which we hope is but 
temporary. 


74. Many of the non-teaching hospitals are having 
increasi difficulty in obtaining interns. With the 
shortage of seniors, many of the teaching hospitals have 
increased their complement of junior interns. There has 
been an insistent demand that interns be “rationed”. To 
these communications we have had to reply that intern- 
= is either a matter of free choice, or, in the case of 
undergraduate internships, is determined by the medical 
school. An increasing number of hospitals are using 
— trained nurses and technicians to perform various 
clinical duties formerly done by interns. 


75. Regret has been expressed by various staff doctors 
that the internship for enlisted doctors has had to be 
reduced from twelve to eight months. Although the situ- 
ation is better than in the last war when no period for 
internship was allowed, it is felt by many that the value 
of the young doctor would have been enhanced, not only 
to the Armed Forces but to his future civilian patients if 
his internship could have been left at twelve months. 


76. The time has been long overdue when the com- 
pletion of a satisfactory internship should be a prerequisite 
to the license to practise. Practically all medical students 
now take some kind of internship, graduate or under- 
ea therefore, the requirement would not be a 

ip. The internship is so much part of the medical 
training that it is now recognized as essential by the 
Armed Forces and should be so recognized by the pro- 
vincial licensing bodies and the Medical uncil of 
Canada. In the United States it is insisted upon by the 
National Board of Medical Examiners and by twenty-one 
of the individual states. Hither undergraduate or gradu- 
ate internship might be recognized here. 


77. The need of more organized residencies to provide 
for the demands of returning medical officers and to 
provide certification for specialists under future health 
insurance conditions is obvious. This situation has been 
studied by this Department and is reviewed with recom- 
mendations in a separate report. 


78. Payment to Hospitals. A new basis for the payment 
of hospitals from _— or other funds has been developed 
and published. The usual method of a uniform per diem 
rate applicable to all hospitals is grossly unfair to those 

soviian more extensive and costly facilities. The 
benle of paying large hospitals more than small hospitals 
is more in line with actual costs but is still unfair to the 
well equipped small hospital. 
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The new basis proposed would pay hospitals accord- 
ing to the extent and quality of their facilities and the 
personnel employed. Units of credit would be awarded 
according to these facilities and services, the hospitals 
being paid for each patient-day according to the total 
of these units of credit. Advantages of the system are: 

(a) fairness to all hospitals; 

(b) a stimulus to improve the services, because each 
major improvement would raise the per diem 
rate paid by municipalities, compensation boards, 
insurance plans, etc.; 

(c) flexibility. The payment per unit of credit 
could be altered as required to meet rising costs, 
or increased credits could be assigned by the 
government to stimulate needed improvements. 


This method of payment has attracted wide interest 
both here and in the United States. Many feel that it 
is the logical basis of payment under health insurance, 
or in the case of voluntary plans or other public source 
of payment. 


79. Special Studies. A number of special studies have 
been made during the year. These included the prepa- 
ration of data for the C.M.P.A.B. Health Survey and a 
special study of hospital requirements for the Toronto 
area made for the City Planning Board of that city. 
This required a theoretical layout of hospital needs for 
a city of one and one-half millions (circa 1994) and in- 
volved consideration of future trends in health care, 
constructional features and transportation. This study 
has since been made available to committees in other 
cities. 

80. Laboratory Technicians. The work of the Committee 
on Approval of Schools for Laboratory Technicians is 
closely associated with this Department and is reported 
elsewhere. Steady progress is being made in raising the 
standards of training of laboratory technicians. 


81. International. Since the collapse of the International 
Hospital Association in 1939 there has been an obvious 
lack of international contact in the hospital field. Two 
years ago an Inter-American Hospital Association was 
organized to develop closer contacts between the three 
Americas. More recently a Council on International 
Relations was set up by the American Hospital Association 
under the chairmanship of Dr. M. T. MacEachern. The 
Secretary of this Department has participated in the 
work of this Council and is chairman of a Sub-committee 
charged with maintaining relations with Europe and Asia 


82. Appreciation. Again our appreciation is expressed 
to the President and officers of the Sun Life Assurance 
Company for the generous support which has made the 
work of this Department of Hospital Service possible. 


All of which is respectfully submitted. 


G. HARVEY AGNEW, 
Secretary. 


Approved. 

It was agreed that the recommendation in 
this report that the completion of a satisfactory 
internship should be a prerequisite to license to 
practise, be referred to the provincial authorities 
concerned. 


REPORT OF THE COMMITTEE 


ON LABORATORY TECHNICIANS 


Mr. Chairman and Members of General Council:— 

83. Realizing that although the personnel of the Com- 
mittee on Laboratory Technicians was representative of 
English-speaking Canada from coast to coast there was 
a notable absence of a French-speaking member, the 
chairman at the meeting held in October proposed the 


name of Dr. Berger, professor of pathology at Laval 
University, Quebec. We are glad to state that Professor 
Berger has consented to act and has since given us valu- 
able assistance and advice. 


84. A list of laboratories approved for the — of 
technicians has been pre and is herewith appended. 
Several applications for approval are under consider- 
ation at the moment which are being dealt with by corres- 
pondence so that the list is being steadily extended and 
is becoming more representative of Canadian Laboratories. 


85. In case the Council might consider that the Com- 
mittee merely acts as a rubber stamp for applications the 

hairman begs to state that several of these documents 
have been held up pending further enquiries and that two 
institutions have recently been turned down and others 
have been discouraged from applying. In considering 
applications the Committee lays most stress upon adequate 
supervision of the school by a qualified pathologist, a 
rigid restriction of numbers within the limits of the 
school’s capacity and a due proportion of the technical 
staff of the school as diplomates of a recognized society 
such as the C.S.L.T.; further they deprecate the chargin 
of large fees. In the pg: of technicians persona 
contact with experienced and highly trained teachers is 
of far more importance than an elaborate curriculum. 


86. The most important matter dealt with by the Com- 
mittee at its last meeting on February 9th, was the re- 
lationship between the C.M.A. and the C.S.L.T. For 
the purpose of a full discussion three officials of the C.S.L.T 
were asked to be present, namely, Mr. Frank Elliott, 
president, Muss Ileen Kemp, secretary and Mr. H. W. 
Wakefield, member of council. The Chairman of the 
council, Dr. Deadman, was also present as a member of 
this Committee. 


87. On the foundation of the C.S.L.T. a number of 
members were admitted, 276 in all, without examination. 
This probably was inevitable in order to give the Society a 
start. A verbal agreement was arrived at with the C.M.A. 
that after a certain date only candidates should be ad- 
mitted to examination who were graduates from schools 
approved by the C.M.A. As the agreement had not been 
in writing there was some difference of opinion between 
the Secretary of the C.M.A. Committee and the officials 
of the C.S.L.T. regarding this date. In order to clear 
the matter up a motion was passed at our last meeting 
to the effect that after July Ist, 1945, only graduates of 
approved schools for laboratory technicians should be. 
admitted to the examination of the C.S.L.T. 


88. The Committee holds very strongly that it is advisable. 
to have as many technicians as possible linked up with 
some Official registry such as the C.S.L.T. This is all. 
the more necessary because of the trend of future develop- 
ments. The want of interest of many technicians in 
the C.S.L.T. is in part due to lack of knowledge of the. 
existence of such a body and the advantages to be derived 
from membership. In this connection the Secretary has. 
written to Miss Kemp asking for authority from the 
C.S.L.T. to give widespread publicity to the present 
position of affairs. At the last meeting of the Committee. 
the Chairman raised the matter of the personnel of the 
Executive of the C.S.L.T. suggesting that this excellent 
body the existence of which reflects great credit on an 
enthusiastic group of Hamilton workers, would be strength-- 
ened for the purposes of advertisement by the addition 
of names from other centres. 


89. Related to the above problem is the matter of the 
technicians working in special fields. Some of these very 
highly trained workers, many of them university gradu- 
ates, have shown little interest in becoming connected 
with some central body representative of the technicians 
of the Dominion. One bar to such individuals qualifying 
with the C.S.L.T. is the necessity for training in fields 
other than their own. The Committee agreed that every 
effort should be made to interest those workers in taking 
out membership with the prospect of possible government 
action requiring all technical workers to meet certain 
standards and to be registered with some central body. 
In view of these facts it was agreed that the Committee. 
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recommend to the C.S.L.T. that up to July Ist, 1945, 
technicians engaged in special fields of medical laboratory 
work as of January Ist, 1944, might be admitted to the 
registry upon examination in their icular specialty 
without the requirement of general laboratory training. 


All of which is respectfully submitted. 
JAMES MILLER, 


Chairman. 
Approved. 


ADDENDUM 
90. APPROVED ScHOOLS FOR LABORATORY TECHNICIANS 


The Committee on Approval of Schools for Labora- 
tory Technologists of the Canadian Medical Association 
has announced that the following hospital laboratories 
have been approved for the training of technologists, 
either in general or for special departments or for both 
certificates. The course, in each instance, is of one year 
duration'and more detailed information can be obtained 
by writing to the director of the laboratory of individual 
hospitals or to the Department of Hospital Service of the 
Canadian Medical Association. 


Vicrorta GENERAL HospiTat, Halifax, N.S. 
Ralph Smith, M.D., Director of Laboratory. 
Courses: (a) General Certificate. 


(b) Specialties—Bacteriology, Hzemato- 
logy, Pathological Chemistry and 
Histology. 

(Instruction at Provincial Laboratory 

on work for V.G.H. and a group of 

Halifax and provincial hospitals.) 

Saint JoHN GENERAL Hospirat, Saint John, N.B. 
Arnold Branch, M.D., Director of Laboratory. 
Course: General Certificate. 

Horet Drev pE Montreat, Montreal, Quebec. 
Georges Baril, M.D., Director of Laboratory. 
Course: General Certificate. 

Hoépiraut Saint Luc, Montreal, Quebec. 

Armand Frappier, M.D., Director of Laboratory. 
Course: Specialty—Bacteriology, Serology. 

Hoprrau Saint-Justine, Montreal, Quebec. 
Professor Pierre Masson, Director of Laboratory. 
Course: General Certificate. 

Sr. VIncENT DE Paut GENERAL HospItAt, 

Sherbrooke, Quebec. 

Jacques Olivier, M.D., Director of Laboratory. 
Course: General Certificate. 

Kingston GENERAL Hospita, Kingston, Ontario. 
James Miller, M.D., Director of Laboratory. 
Courses: (a) General Certificate. 

(b) Specialties—Bacteriology, Histo- 

logy, Biochemistry. 

Orrawa Civic Hosprrat, Ottawa, Ontario. 

Max O. Klotz, M.D., Director of Laboratory. 
Courses: General Certificate. 

Specialties—Biochemistry and Hzema- 
tology. 

Sr. Micwagt’s Hosprrau, Toronto, Ontario. 
William Magner, M.D., Director of Laboratory. 
Courses: (a) General Certificate. 

(b) Specialties—Bacteriology, Histo- 

logy, Biochemistry. 

Toronto WEsTERN HospiTau, Toronto, Ontario. 
George Shanks, M.D., Director of Laboratory. 
Courses: (a) General Certificate. 

(b) Specialties—Bacteriology, Histo- 

logy. 

Toronto GENERAL HospiTat, Toronto, Ontario. 
William Robinson, M.D., Director of Laboratory. 
Courses: General Certificate. 

HamItton GENERAL HospitTat, Hamilton, Ontario. 
William J. Deadman, M.D., Director of Labora- 


tory. 
Course: General Certificate. 
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Mountain Sanatorium, Hamilton, Ontario. 
A. R. Armstrong, M.D., Director of Laboratory. 
Course: General Certificate. 


Vicrorta Hospirat, London, Ontario. 
E. M. Watson, M.D., Director of Laboratory. 
Courses: (a) General Certificate. 
(b) Specialties—Histological technique, 
Bacteriology, Hematology, 
Pathological Chemistry. 
Sr. Bontrace Hospirat, St. Boniface, Manitoba. 
James Prendergast, M.D., Director of Laboratory. 
Course: General Certificate. 


Regina GENERAL Hospirau, Regina, Saskatchewan. 
D. F. Moore, M.D., Director of Laboratory. 
Course: General Certificate. 

Reocina Grey Nun’s Hospirat, Regina, Saskat- 

chewan. 

D. F. Moore, M.D., Director of Laboratory. 
Course: General Certificate. 

.SasKaToon Criry Hosprrat, Saskatoon, Saskat- 

chewan. 

W. S. Lindsay, M.D., Director of Laboratory. 
Course: General Certificate. 

Sr. Paut’s Hosprrat, Saskatoon, Saskatchewan. 

W. S. Lindsay, M.D., Director of Laboratory. 
Course: General Certificate. 


Approved. 


REPORT ON RESIDENCIES IN 
HOSPITALS AND FACILITIES FOR 
THE TRAINING OF SPECIALISTS 


Mr. Chairman and Members of General Council:— 


The following study of the situation with respect to 
residencies in hospitals and the training of specialists has 
made by the Department of Hospital Service at the 
request of the Executive Committee of the Canadian 
Medical Association at its meeting on December 14, 1943. 


ANTICIPATED FuTURE REQUIREMENTS 


91. It is anticipated that some certification of specialists 
will be required under any general plan of health insurance. 
This is foreshadowed in the Draft Bill now under con- 
sideration at Ottawa. In preparation for this eventuality 
the Royal College of Physicians and Surgeons of Canada 
has set up a basis of qualifications by which specialists 
could be certified and much progress has been made 
already in the preparation of lists in a number of specialties. 
In the preparation of these lists, the Committees have 
considered it advisable to take in many individuals not 
Fellows of the College. 


If we are to have available, for postwar and future 
requirements, an adequate number of doctors qualified 
for certification in the various specialties, facilities must 
be made available for the training of men and women in 
these specialties. Some 85% of the doctors in the Armed 
Forces have indicated their intention of taking post- 
graduate training after the war, although it is presumed 
that many of these would desire refresher courses only. 


92. With the dislocation and re-organization of hospital 
facilities in London and elsewhere in Great Britain, it is 
doubtful if we can depend too heavily upon opportunities 
for training there. It is quite likely that facilities in 
Great Britain will be heavily taxed looking after their own 
thousands of returning medical officers, those of other 
Dominions and doctors from the continent and elsewhere. 
93. It is questionable if more than a small percentage of 
the specialists required for Canada can be trained in the 
United States. It would be reasonable to anticipate that 
their own vast army of medical officers would be given 
priority in a ee Moreover, prior to the entry 
of the Uni tates into the war, the residencies meeting 


the requirements of the specialty boards with respect to 
basic sciences, instruction, etc., was far below the number 
of young graduates seeking such appointments. 


The 
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demand for such training should far exceed the openings 
fer some years to come. 


94. This means that the training of the majority of those 
desiring to qualify as specialists in Canada must, perforce, 
be given in this country. For this task we are none too 
well prepared. 


THE PRESENT SITUATION 


95. In Canada, internships have been appraised and 
approved by the Department of Hospital Service since 
1931. Residencies in general or special hospitals, however, 
have not been so evaluated. Booklets have been issued 
for the information of graduate students, describing the 
residencies and senior internships but without listing 
them as approved or otherwise. 


No basis by which residencies in hospitals could be 
appraised has been drawn up by the Canadian Medical 
Association. This has been considered on various occa- 
sions but other activities for the limited staff seemed 
more necessary at such periods. A number of the larger 
hospitals accept residents on various services. These are 
of varying duration and nature and do not conform to 
any generally recognized requirements. 


In a number of our medical colleges, certain specialty 

degree courses have been developed. These are reviewed 
in the Appendix to this Report. 
96. In the United States, both internships and residencies 
have been approved for some years by the American 
Medical Association. With the development of the 
Advisory Board on Medical Specialties to scrutinize and 
stiffen (where necessary) the requirements for the various 
specialty boards, increased emphasis was laid upon the 
graduate study of basic sciences. A number of the 
residencies and fellowships have been re-organized to 
meet the specialty board requirements. Others could not 
be so adjusted, particularly if away from teaching centres, 
and supplementary work elsewhere has been necessary to 
qualify the graduate students to take the specialty boards. 
(See Appendix to this Report for the requirements of the 
specialty boards in the United States.) 

Under the so-called ‘9-9-9 plan’ selected junior 
interns receive draft deferment for an additional 9 months 
of training and of those a proportion are deferred for a 
third 9 months of training. This leaves but 9 or 18 
additional months of training necessary to make up the 
minimum period of graduate training in surgery. 

The American College of Surgeons is now endeavour- 
ing to stimulate more hospitals and their surgical staffs 
to participate in an intensified program of graduate 
training in surgery along the lines now required by speci- 
alty boards. 


97. CoMMENTS 


From this information it would appear that: 

A. Present graduate degree courses in Canada do not 
cover the full range of specialties for which certi- 
fication will be required. 


B. The graduate courses now available cannot train 
sufficient young graduates in those fields to meet 
the likely demand (with the possible exception of 
public health). 


C. There is a serious lack of properly organized hospital 
residencies in specialties. 

D. Canada must be prepared to provide the major 
portion of its own educational requirements in 
medical specialties. 

E. Before machinery can be set up for the approval 
of residencies in specialties in hospitals, irrespective 
of the relationship of such to existing or future 
university courses, it would be highly desirable to 
have such basis of approval conforn to the standards 
required for certification in specialties. It would 
be of value, and almost essential, to have the certi- 
fication requirements of the Royal College expressed 
in further detail with respect to required graduate 
training. 


98. RECOMMENDATIONS 
It is recommended: 


1. that the necessary steps be taken to ensure adequate 
and acceptable facilities for graduate instruction in 
specialties; 

2. that a comprehensive survey be made of present 
facilities for such training and of the possibilities for 
augmenting these facilities either through graduate 
degree or diploma courses in universities or in suitable 
general or special hospitals; 

3. that this survey and resultant recommendations be 
made by a Joint Committee which might represent 
the Committee on Medical Education, the Committee 
on Rehabilitation, and the Department of Hospital 
Service of the Canadian Medical Association, the 
a College of Physicians and Surgeons of Canada 
and the Association of Canadian Medical Colleges. 


APPENDIX 


99. A.—DerGrEeE CourseEs IN SPEOSALTIES IN CANADIAN 
MepicaL CoLLEGES 


In a limited number of faculties and hospitals, 
specialty degree courses have been made available. 
This brief outline of courses has been abridged from the 
respective university calendars. 


MANITOBA 
Master in Surgery (Ch.M.) 


One year as intern. 

At least two additional years as house-surgeon 
on a service of 100 beds or over. 

Thesis required. . 


Bachelor of Science in Medicine (B.Sc. (Med.) ) 


Graduate or undergraduate course. ~ 
Special curriculum arranged. 

Research to be featured. 

One language other than English. 

Set examinations. 

No internship or residency necessary. 


WESTERN ONTARIO 
Master of Science 


One year of residence for full time students, 
(two years if teaching). 

One major subject—in medicine. 

Minor subject(s) optional—can be in medicine 
or an arts subject. 

Thesis, oral and written examinations on major 
subject; written examinations on minor 
subjects. 


TORONTO 
Master of Surgery (M.S.) 


One year as intern on rotating service in recog- 
nized hospital. 

Two years’ internship in surgery (one of which 
may in gynzcology or obstetrics) in 
—— approved by School of Graduate 
tudies. 


Primary Examination: 
Anatomy and ne, (or file certificate 


of Primary of Royal of Surgeons, 
England or Canada, or F.R.C.S. (Edin.) ). 


Final Examination: 
Written and Oral—Surgery and Surgical 
Pathology Clinical Examination. 

Thesis required. 

(This course has graduated 6 students a year 


with a total number to date of 52). 
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Diploma in Public Health (D.P.H.) 


Winter session (8 months)—Laboratory courses, 
lectures, clinics, practical work. 

Summer session (3 months)—under supervision 
of oe Department of Health. 

Written and practical examinations. 


Diploma in Industrial Hygiene (D.I.H.) 


Winter session (8 months)—Laboratory courses, 
lectures, clinics,—medicine, surgery, hygiene 
and preventive medicine, pharmacology, 
Dar ea or hygiene, epidemiology. 

Field Training (8 months)—Under supervision 
of recognized Department of Health or 
selected industrial organization. 

Written and practical examinations. 

6 months with recognized M.O.H. in practical 
sanitation. 

Examination. 


Diploma in Radiology (D.R.) 


One year as intern. 

Twelve months: 
Lectures on radiation, electricity, radiology, 
etc. 
Courses in anatomy, technique, interpre- 
tation therapy, radium. 

Examinations. 


Diploma in Psychiatry 


One year on rotating internship. 
One calendar year of special instruction in a 
wide range of related subjects. 


QUEEN’s 
Master of Science in Medicine (M.Sc. (Med.) ) 


High standing before graduation. 

Research and thesis—not less than half of 
session’s work. 

Lectures or reading, laboratory or clinical work 
cognate to study undertaken. 

Two written examinations—each half of work. 

An oral examination on research work. 


Diploma of Public Health (D.P.H.) 


3 months sanitary physics. 

3 months sanitary chemistry. 

3 months in bacteriological laboratory. 

3 months in advanced hygiene. 

3 months in sanitary engineering. 

3 months in hospital for infectious diseases. 

6 months with recognized M.O.H. in practical 
sanitation. 

Examination. 


Diploma in Medical Radiology (D.M.R.) 


One year as intern or two years in practice. 

One academic session at university—anatomy, 
pathology, radiobiology, radio-physics, tech- 
nique, diagnostic radiology, radio-therapy, 
general medicine and surgery. 

Two terms of 11 months each in recognized 
radiological department. 

Examination. 


McGI.u 


Diploma in Public Health 


One academic year: 
Public health and preventive medicine 
Health organization and administration 
Vital statistics and records (epidemiology) 
Bacteriology 
Milk Bacteriology and Nutrition (Mac- 
donald College) 





Macdonald College) 
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Sanitation (didactic and practical) 

Field work (Maternal, Infant, Pre-School 
and School Hygiene; Industrial Hygiene; 
Adult Hygiene; Mental Hygiene;,Food, 
Milk and Water Inspection) with 
official and voluntary health agencies. 

Oral, written and practical examinations. 


Diploma in Veterinary Public Health 


One academic year: 

Public health and preventive medicine 

Health organization and administration 

Statistics and records 

Bacteriology 

Milk Bacteriology and Nutrition (Mac- 
donald College) 

Parasitology (Institute of Parasitology, 
Macdonald College) 

Field work with official and voluntary 
agencies, and in abattoirs, and packing 
and milk plants 

Oral, written and practical examinations. 

These courses have been temporarily suspended 
until further notice. 


Diploma in Tropical Medicine 
One academic year: 


The candidate is expected to complete three of 
the following courses, the first one of which 

is compulsory: , 

A.—Tropical Medicine and Parasitology: 

This basic course covers Bacteriology, Para- 
sitology and Medical Entomology as 
applied to Tropical Medicine and in- 
cludes an introduction to Nutrition and 
Hygiene as applied to the tropics, as 
well as a systematic review of the 
symptomatology, therapeutics, epidemi- 
ology and control of all the important 
Tropical diseases 


B.—Course in Care of Ambulatory Patients: 
The series of courses in this unit are arranged 
to give supervised experience in the 
important diseases common to tropical 
and temperate climates. Emphasis is 
placed upon the actual handling of 
clinical cases. 


C.—Clinical Instruction in the Tropics: 
This will consist of a minimum of three 
months clinical instruction at a hospital 
in the tropics approved by Faculty. 


D.—Public Health and Tropical Hygiene:* 

This course deals with the general principles 
of Public Health and Preventive Medi- 
cine (including vital statistics and 
records). Special attention will be 
paid to Tropical life and problems 
arising from Tropical Climates, inclu- 
ding water, food, housing and cooling 
of buildings, disposal of waste, care: of 
sick, control of nomads and native 
labour. 


*Suspended for the present session. 


UNIVERSITY OF MONTREAL 
Diploma in Public Health (D.P.H.) 

The former course has been reorganized and is 
being made available shortly in collaboration 
with the Institute of Microbiology and 
Hygiene of Montreal. 


Lava UNIVERSITY 
Diploma in Public Health 
This course is given to graduates provided the 
number of applicants be sufficient. 
Examinations are written, oral and practical. 
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Da.HousIE UNIVERSITY 


No graduate courses in medical specialties are 
listed in the latest calendar available. 


99A. CERTIFICATION BY THE RoyAL COLLEGE 
OF PHYSICIANS AND SURGEONS OF CANADA 


The Royal College of Physicians and Surgeons of 
Canada for some time has been granting certificates of 
qualification to specialists conforming to the requirements 
for certification by that body. These certificates are 
being issued for the following specialties: Anzsthesia, 
Dermatology and Syphilology, General Surgery, Internal 
Medicine, Obstetrics and/or Gynecology, Ophthalmology, 
Otolaryngology, Pediatrics, Radiology and Urology. 


Candidates for examination must give evidence of: 


(a) Satisfactory moral and ethical standing in the 
profession. 

(b) Graduation from a medical school approved by 

uncil. 

(c) General internship of at least one year in hospital 
approved by Council. 

(d) Study and special training in that specialty of 
not less than two years in a hospital approved by 
Council. 

(e) A knowledge of basic medical sciences satis- 
factory to the Council. 

(f) Graduate training in Internal Medicine or 
General Surgery, the period varying with the 
specialty. 

(g) Study and/or practice in the specialty indicated 
for a further period of at least two years. 


Applications for certification in any specialty are 
considered by Committees fully representative of the 
members of the respective specialty. Boards of examiners 
are named by such Committees, and membership on such 
Committees is not necessarily confined to the Fellowship 
of the College, although the ultimate authority is vested 
in the Council of the Royal College. 


Notwithstanding the provisions set forth above, 
certification may be granted without examination, and for 
a period of time as yet indefinite, to candidates who are 
considered to have acquired an adequate training by study 
and/or practice of at least five years in that specialty. 


100. B. Sprecitatty Boarp REQUIREMENTS IN THE 
UNITED STATES 


The following are the broad requirements of the 
specialty boards in the United States. The actual 
regulations go into much greater detail. Careful instruc- 
tion, clinical opportunities, etc., are taken for granted in 
this brief outline. 


Anesthesiology 


Internship of one year. 

Three years of specialized training—including the 
related basic sciences, particularly anatomy, 
physiology, pharmacology and biochemistry. 

Administer 500 anesthetics a year, of which 400 
should be general surgical. 

Three years of additional practice in anesthesiology. 


Dermatology and Syphilology 


Three years of “‘systematic instruction’’, including: 

Internship; 

Not less than 18 months of active experience in 
clinical dermatology and syphilology; in- 
cluding: Basic sciences (graduate study); 
embryology, histology, chemistry, physi- 
ology, bacteriology, mycology, parasitology, 
pathology, immunology, serology, pharma- 
cology, and physics. 

Two additional years of study or practice. 


Medicine 


Internship—twelve months. 

Three years of special training, including several 
months of properly supervised instruction in 
anatomy, physiology, biochemistry, pathology, 
bacteriology or pharmacology as related to medi- 
cal specialties. 

Two years of practice in the field of internal medicine 
or a specialized branch. 


Obstetrics and Gynzxcology 


One year of internship. 
Three years of special training in obstetrics and/or 
gynecology. 

Admission rate: 400 patients a a in obstetrics; 
same requirement in gynzcology. 

Required study of fundamental ailecta: obstet- 
ric and gynecologic pathology, anatomy, 
embryology and physiology. 

Four years of practice. 


Ophthalmology 


One year of internship. 

Period of three years of combined study, training and 
practice. 

Basic sciences: anatomy, amen embryology, 
optics, physiologic optics, visual physiology and 
psychology, pathology, bacteriology and phar- 
macology. 


Ophthalmology—Otolar yngology 


A joint service should fulfil requirements listed under 
each department, except that five years of train- 
ing and experience should constitute the minimum 
time required. 


Orthopzxdic Surgery 


One year internship. 
One year of general surgery in addition is recom- 
mended. 
Three years of concentrated instruction in O.S. 
Study of anatomy, Ow rn. physiology, 
pathology, bacteriology and biochemistry 
is “recommended.” 
Two years of subsequent practice in specialty. 


Otolaryngology 


One year approved internship. 

Three years of graduate preparation, with at least 
one and preferably two years in recogni 
residencies or basic courses followed by private 
practice. Opportunities if possible for graduate 
study in basic sciences of anatomy, embryology, 
histology, physiology, pathology, bacteriology 
and pharmacology. 


Pathology 


General internship. 

At least three calendar years of study, including one 
year in various phases of clinical pathology and 
not less than two years of training and experience 
in a department of pathologic anatomy. 


Pediatrics 
Approved internship. 
Two year service in pediatric centre. ‘ 
Two additional years of specialized study or practice. 
In addition to clinical studies, sufficient time 


should be devoted to physiology, embryo- 
logy, nutrition, growth and development. 


Physiotherapy 


A minimum of three years of special training. 

In addition to clinical training, candidate must study 
physics of light, heat, electricity and mechanics, 
anatomy, physical chemistry and physiology. 
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Psychiatry and Neurology 
Five years in either field or six years for both. 
Internship. 
Three full years of study. 
Two or three additional years of practice or study in 
psychiatry or neurology or both. 
Studies should include neuroanatomy, neuro- 
pathology, neuro hysiology, psychobiology 
and psychopathology 


Radiology 
General internship. 
Three years special study. 
Not less than twenty-four months in radiology. 


Graduate instruction in pathologic anatomy, 
radiophysics and radiobiology. 


Surgery. 
Approved internship. 
One additional year of general surgery recommended. 
Five additional years of special training in surgery. 
Entire time to surgical training except for time 


in basic sciences—anatomy, physiology, 
pathology, bacteriology and biochemistry. 


(This training need not necessarily be in one hospital. 
Individual residencies may be in different surgical 
specialties.) 

General surgical services should provide approximately 
400 annual admissions for resident. idencies 
in fractures, neurosurgery, thoracic surgery, etc. 
need not have as many admissions, but there 
should be at least 150 admissions annually. 

Urology 


General internship. 
Additional experience of at least 18 months. 


Graduate training—anatomy, physiology, pathology, 
and other basic sciences. 


~ Not less than two years of additional practice. 
A minimum of 200 inpatients a year is needed. 


101. The Executive Committee at its meeting in March 

agreed that this report be sent to the Chairmen of the 

Committees on Medical Education and Rehabilitation, 

to the Royal College of Physicians and Surgeons of 

oa and to the Association of Canadian Medical 
lleges. 


All of which is respectfully submitted. 
HARVEY AGNEW, 


Secretary, 
Department of Hospital Service. 


Approved. 

In discussing this report, attention was called 
to the serious lack of senior interns in hospitals 
throughout Canada, particularly in large non- 
teaching institutions. It was held that the 
training of junior interns is ‘seriously handi- 
capped by this lack. 


It was duly moved, seconded and agreed that 
General Council, recognizing this serious need, 
recommend to the Canadian Medical Procure- 
ment and Assignment Board that a number of 
interns, not in excess of 10% of the total number 
in hospital, may be retained in the hospitals 
for another eight months in the interests of 
patients, interns and hospitals alike. 
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REPORT OF THE COMMITTEE 
ON EPIDEMICS 


Mr. Chairman and Members of General Council:— 


102. The Committee on Epidemics held a two day 
conference in Ottawa on the 3rd and 4th of December 
last. The chairmen of the Canadian Medical Association 
Provincial Committees were brought together with repre- 
sentatives of the many nationally organized professional 
and lay agencies and welfare bodies, the Departments 
of Health of the various provinces, and the Department 
of Pensions and National Health of the Federal Govern- 
ment. In all a total of forty-three were in attendance. 


103. Full and free discussion of our objectives and the 
methods of achieving them brought us in accord on the 
practical application of organization to combat the ravages 
of serious and widespread epidemics of disease. This 
“should be provincial with the national committee 
devoted to attaining co-ordination of effort and inspirin, 
the harmonious working together of the provincia 
organizations in the matter of interchange of ideas, 
experiences, and all practical information which might 
be of help.” 


104. We were also in accord that full and effective results 
can be attained only by total mobilization of all our 
resources and we recommend thorough organization of 
medical, nursing and hospital personnel, nursing aides, 
clerical assistants, industrial personnel, professional and 
lay agencies including welfare bodies, Salvation Army, 
women’s volunteer organizations, urban and _ rural, 
service clubs, etc., all working in close co-operation with 
and complementary to the contributions by the Depart- 
ments of Health of the various Governments. 


105. It was clearly realized by the conference that all 
our efforts must be in harmony with the desires and plans 
of the various provincial as well as the Federal Depart- 
ments of Health. Assurance that our aid is welcomed by 
these departments has been freely given us. 

106. The conference recognized also that a full measure 
of success can come only if we have the hearty co-operation 
and support of all lay organizations and welfare bodies 
theeusiatis the country, this coming from the national 
body encouraging its provincial organization in generous 
assistance to our provincial committees. This support 
was assured by the representatives present. 

107. Discussion on provincial organization brought 
forth many ideas which were studied in detail and finally 
summarized in a list of eighteen suggestions. These were 
approved for transmission to the provinces as suggestions 
which might be followed in an endeavour to secure most 
effective results in provincial organization. 

108. The national committee must remain the clearin 
house for ideas and the inspiration to the provinci 
committees. The success of our efforts will be measured 
by the thoroughness with which provincial organization 
is undertaken. 


All of which is respectfully submitted. 


T. H. LEGGETT, 
Chairman 


Approved. 
In presenting this report, the Chairman 
called attention to the necessity of each province 
keeping its organization up to date. 





REPORT OF THE COMMITTEE 
ON INDUSTRIAL MEDICINE 


Mr. Chairman and Members of General Council:— 


109. Following the meetings of the nucleus of the Com- 
mittee. on Industrial Medicine of the Association, the 
main subjects of discussion were referred to distant mem- 
bers for their opinion. 
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110. After a review of the excellent Manual of Industrial 
Hygiene issued this year by the United States Public 
Health Service, your committee now recommends that 
arrangements be made with the Journal of the Canadian 
Medical Association for publication of a group of articles 
on the establishment and operation of health services in 
industry, these to be incorporated later in booklet form 
for distribution to the profession in industrial communities. 


111. It is recommended that “Standing Orders for 
Nurses” as prepared by the Council on Industrial Health 
of the American Medical Association be brought to the 
attention of employers, industrial physicians and nurses, 
to be used as a guide to nurses and others rendering 
emergency care in industry without medical supervision. 
The indications are that this is quite satisfactory to the 
American Medical Association. From the Industrial 
Health Council of this Association comes the suggestion 
that these “Standing Orders for Nurses” be printed in 
the Canadian Medical Association Journal from which 
reprints for distribution could be obtained. 


112. The Editor of the Canadian Medical Association 
Journal has agreed to the request that a section in the 
abstract division of the Journal be devoted to industrial 
medicine. 

113. A recommendation of the Committee that a section 
on Industrial Medicine be established in the Association 
has been submitted to the Executive Committee. 


114. The Report of the Quebec Committee on the func- 
tion and organization of medical service in industry has 
been referred to the Division Executive for its consider- 
ation. 


115. The Ontario and Quebec Committees along with 
this Committee and the Toronto Academy of Medicine, 
have arranged for a one-day session for industrial physi- 
cians, to be held in the Royal York Hotel, Toronto, on 
May 28rd, 1944. 


116. The Manitoba and Nova Scotia committees have 
been hampered by necessary changes in personnel. 


117. The British Columbia Committee with the College 
of Physicians and Surgeons has been very active, sponsor- 
ing directly the arrangements for health supervision in 
the shipbuilding industry and stimulating interest in 
other industries. A copy of a report on this work is 
reproduced here as follows: 


(1) In an advisory capacity to the Industrial Health 
Department of Wartime Shipbuilding Limited, a 
small sub-committee meets monthly with, the 
Director, and a monthly report is received of the 
work done. An idea of the scope of this work 
may be gathered from the following figures:— 


Total examinations.................. 28,459 
Rotarmed to WOrk... 0... ...ccccsecees 21,686 
Referred to family doctor............. 1,601 
Referred to chest clinic............... 942 
Pre-employment rejections............ 369 
I is hi whats oe Rng Sls a eds 2,109 
TOE GR OE FI os osc nso eswe'ed cscs 3,552 


These figures apply only to the six shipbuildin 
plants under Wartime Shipbuilding Limited an 
do not include accident cases, which do not 
come under the Industrial Health Service. 
There has been splendid co-operation between 
the Industrial Medical staff, and the procedures, 
and report forms have been standardized. Some 
difficulty is still being met with in obtaining a 
proper liaison between the personnel managers 
and the Health Department in the plants, but 
it is hoped that in time the proper relationship 
can be set up. 
Wartime Shipbuilding Limited is to be greatly 
commended for the stimulus given Industrial 
Medicine by introducing this department in the 
industries under their control. 

(2) A study has been made of the needs and to what 
extent, for industrial medicine in the different 
industries in the Greater Vancouver area. A 


report indicates that there is need for extension 
of our plans and for the adoption of common 
practice and procedure, including forms for 
reporting results. 

(3) A small committee has been engaged in making 
a survey of first aid service in industry and a 
preliminary report has been received. The 
significance of such a survey may be imagined 
by the study of this report which shows that 
there are some 600 fully employed first aid. 
attendants in British Columbia and approxi- 
mately 2,000 part time workers in first aid. 
First aid service in industries has been developed 
and promoted by the Workmen’s Compensation 
Board. It has been developed without guidance 
by the organized medical profession and we feel 
that it is time that ethical and knowledge 
standards should be of concern to those surgeons 
engaged in industrial practice and perhaps to 
the entire profession. It is intended that 
industrial first aid service be placed on a sound 
basis ethically. The Workmen’s Compensation 
Board has assisted in the survey. 

(4) During the past two months x-ray examination 
for chest lesions has been proceeding at the 
major war plants and at this date over 8,000 
have been examined. The incidence of tuber- 
culosis, old and recent, may be between one and 
two per cent. 

(5) A sub-committee has been engaged in procurin 
short articles for publication in local trade an 
workers’ — and journals along the lines of 
giving publicity to the work on industrial health. 
We think this is important as a means of ae 
both employer and employee. It is sugg 
that this be extended. 


118. It would appear that by the end of the present war, 
Industrial Medicine will be soundly established as a 
permanent department of all the major industries in 
British Columbia. 


All of which is respectfully submitted. 


J. G. CUNNINGHAM, 
Chairman. 


Re Section oF INDUSTRIAL MEDICINE 


Attention was called to the fact that, in the 
opinion of a large number of physicians engaged 
in the practice of industrial medicine the time 
has come for the establishment of a Section of 
Industrial Medicine in the Canadian Medical 
Association. It was duly moved, seconded and 
agreed that the organization of a Section of 
Industrial Medicine within the Association be 
approved. 


REPORT OF THE COMMITTEE 
ON MATERNAL WELFARE 


Mr. Chairman and Members of General Council:— 


The Committee on Maternal Welfare begs to submit . 
the following report for 1943-44: 


119. In Canada for the year 1942 the maternal mortality 
rate was three (3) per thousand live births. This is the 
lowest rate so far attained for the whole of the Dominion. 
Five out of the nine provinces showed a substantial 
decrease from their rate in 1941. 

120. Though the causes of maternal deaths differ in 
proportion in different provinces, for Canada the causes 
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of death are roughly as follows: Abortion, 14.5%; 
Ectopic gestation, 3.5%; Hemorrhage, 18%; Toxemia, 
20.5%; Infection, 28%; Accidents of pregnancy and 
labour, 10.5%; Unspecified conditions, 5%. 


121. The following table giving the Canadian provincial 
averages for the first five years 1926-1930 and their 1942 
rates a some idea of what has been accomplished 
in ma welfare during the last fifteen years. 


Rate PER THOUSAND Live BirtuHs 





1926-30 1942 
CNS 6.0 cavidtsedccaces 5.7 3.0 
Prince Edward Island..... 4.6 4.2 
Nova Sootia; .........000 5.5 2.7 
New Brunswick.......... 6.2 4.5 
Go vicns anaes aaa 5.2 3.3 
I Side 645 ch ddew owes 5.8 2.6 
PRIN, 9 kc wade vs cews 5.6 2.6 
Saskatchewan............ 5.9 3.4 
RA ixaateeaxeanas 6.6 2.4 
British Columbia......... 6.1 2.4 





No new activities have been undertaken by your 
Committee this year. 


All of which is respectfully submitted. 


J. D. McQUEEN, 


Chairman. 
Approved. 


REPORT OF THE COMMITTEE 
ON PHARMACY 


Mr. Chairman and Members of General Council:— 


122. The nucleus of the Committee (V. E. Henderson, 
G. 8. Young, H. I. Kinsey, L. C. Edmonds, J. W. Reddick, 
R. A. Farquharson, R. W. I. Urquhart and G. H. W. 
Lucas) considered one or two questions referred to it by 
the Executive and reported thereon. These included the 
prescribing of codeine by telephone, as suggested by the 
Calgary Medical Association, which was approved. 


123. The main duty of the Committee has been the com- 
pilation of a Formulary or Dispensatory for the guidance 
of practitioners and of taxing authorities under National 
Health Insurance, as directed by the last annual meeting. 


124. In Great Britain it was very soon found essential 
that a Formulary should be compiled. The cost of allow- 
ing physicians to prescribe ee medicines would 
have become prohibitive and in Canada the same would 
be the ¢ase. Further, all medicines legitimately required 
for the treatment of any patient, no matter how provided, 
should be paid for. The cost of any medicine mentioned 
in the Formulary could be readily computed. Any 
minor changes in colouring or flavouring or in amount 
of essential ingredients would not, in the majority of cases, 
alter the price to be paid. Cost accounting would be 
simplified. Presumably a physician would be free to 
order or use remedies not mentioned in the Formulary 
but in this case more difficulty would be found in assessing 
cost and the physician might be required in the extreme 
case to justify his position before the local or central 
administration. As the Act contemplates the use of 
consultants, the Formulary should provide remedies that 
might ‘be used by them, though not necessarily by the 
general practitioner. It is apparent that the duty under- 
taken by the Committee was a formidable one and conse- 
quently a final report cannot as yet be submitted. 





SUPPLEMENT 









25 


125. The central nucleus is submitting a progress report 
containing in part the General Introduction, the initial 
section on General Medicine, an outline of the other 
sections and in part the section dealing with Diseases of 
the Skin. None of these are to be considered as final but 
are still under consideration by the nucleus and Provincial 


Committees. It is ho that the Council will give its 
ype to the general form and the principles adopted. 

sections have received preliminary study and most of 
the sections have reported to Provincial Committees. 
Final analysis of the individual receipts has not as yet 
been undertaken. 


126. Reports have been received from the Provincial 
Committees of Ontario, British Columbia and Prince 
Edward Island ——— of the general form suggested, 
while that from Alberta was adverse. 


(Nors:—British Columbia has since expressed some 
doubt.) 


127. The Canadian Formulary is given statutory recog- 

nition under the Patent or Proprietary Medicine Act and 

the Food and Drugs Act. The Department of Health 

consequently does not wish any book such as this to bear 

the title Form , in order to prevent confusion. It 
the word ‘Dispensatory’. 


Canadian Dispensatory C.D. 
Provisional title} Physician’s Recipe Book P.R.B. 
not selected }Canadian Recipe Book C.R.B. 
Canadian Dispensing Guide C.D.G. 


INTRODUCTION 


128. The purpose of this book has a dual character, 
namely on the one hand to provide a series of formule 
suitable for the treatment of the ordinary conditions of 
disease and on the other to provide any taxing authority 
with a basis on which the costs of the provision of medi- 
cines may be estimated. It is fully recognized that many 
of the formule which are based on an abstract adult of 
medium size may be too strong for the weakly, ill-developed 
individual, or not adequate for the exceptionally robust 
In the first case, the formule may be watered down. 
For example, the Mistura Ferri could be altered as follows: 


Misture Ferri, oz. iv—20 gr. per dose 
Aque ad oz. vi—now 13 gr. 


This should not entail any additional cost per oz., or again 
an increased dose could be obtained by doubling the 
original dose, dr. i, of Mistura Ferri after dilution as above, 
would give a dose of 27 gr. of the Iron and Ammonium 


. Citrate instead of 20. 


129. Further, the provision of a standard formula will 
provide a taxing authority with a guide if the physician 
wishes to use another colouring or flavour for that sug- 
gested, or even to decrease the amount of an essential 
constituent, leaving the dosage the same. 


130. Many new drugs, some of them well known under 
ots names, have recently been admitted to the 

ritish Pharmacopceia or to the Canadian Addendum 
thereto. With these many physicians are not familiar, 
particularly under their new names. The advances in 
therapeutics have been great and consequently the com- 
mittee thought it wise to introduce short statements in 
regard to the action of drugs and suggestions as to the use 
of certain of the formule suggested. However, the book 
is not to be regarded as a textbook of therapeutics. Much 
necessary treatment such as advice as to diets, general 
management, etc., is not included and in some diseases, 
é.g., nephritis, no formula is suggested as treatment does 
not depend on the use of drugs. It is fully recognized 
that exceptional cases of idiosyncrasy or susceptibility 
may occur which will entail the use of other drugs or 
preparations than those suggested. 


131. It is unnecessary to point out that in many instances 
the treatment suggested 1s merely palliative and that the 
physician should seek the cause. Insomnia, emotional 
disturbances, etc., are cases of this type. 
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GENERAL MEDICINE 
ACUTE INFECTIOUS DISEASES 


132. Sulphonamides are bacteriostatic, i.e. effective in 
preventing bacterial multiplication of the strepto-, 
pheumo-, meningo-, gono-, cocci and to a lesser extent of 
staphylococci, when present in adequate concentration 
ad. for an adequate time in the tissues. Their action is 
greatly decreased by the presence of pus (abscess, em- 
pyema). Owing to the concentration that takes place 
in the kidney lower doses are required in urinary infec- 
tions. They are of little or no value in the virus diseases, 
anterior poliomyelitis, the common cold, influenza or in 
tuberculosis and syphilis. They are of doubtful value in 
bacterial endocarditis and undulant fever. It is believed 
that 10% of patients may become sensitive when the 
drug is frequently used, so that adequate doses cannot 
be used safely, even though urgently required later. 
Therapy should aim at obtaining an adequate concen- 
tration rapidly within a few hours and maintaining this 
concentration with less frequent administration until the 
temperature has been normal for some days. If no 
effect is obtained with adequate doses in three days, the 
drug should be discontinued. Owing to the danger of 
tubular damage or crystal formation in the kidney and 
ureters, urine excretion should be recorded and main- 
tained certainly above 1,000 c.c. (1 quart) and if possible 
above 1,500 c.c. It is beneficial to keep the urine alkaline 
by the administration of carbonates, citrates or acetates. 
Apart from oliguria and anuria, the most dangerous, but 
rare, toxic manifestation is agranulocytosis. Ordinary 
toxic symptoms of less moment are rash, nausea, vomiting, 
headache, dizziness, mental disturbances, cyanosis and 
fever on the 5-9th day. 


In a very urgent case or when the drug given orally 
is not tolerated, the sodium or soluble salts may be used 
intravenously. The ampoules are included for this 
purpose. The initial dose may be divided into fractions 
at short, 14 hour, intervals. 


133. To obtain adequate blood concentration in severe 
infections, the following dosage is suggested for a patient 
of about 150 lbs. With more moderate infections the 
large initial dose may be omitted. 


Suggested 
Drug anitral dose Maintenance dose 
Sulphanilamide*. 4.5 gm. 1.2 gm. every four hours 
night and day. 
Sulphapyridine.. 4gm. 1 gm. four to six hourly 
night and day. 
Sulphathiazole.. -4gm. 1 gm.-1.5 gm. every four 
hours night and day. 
Sulphadiazine. . . 2gm. 1 gm.-1.5 gm. four to six 


hourly night and day. 





*At least equal doses of sodium bicarbonate should 
be given with this drug. 


134. SYMPTOMATIC TREATMENT 


The following two mixtures may occasionally be 
useful. 
(a) Mistura Febrilis C.F. 
BR Potassium Acetate gr. Xv 
Spirit of Nitrous Ether m. XV 


Syrup of Lemon 3 8s 
Dilute Solution of 
Ammonium Acetate ad 3 ii 


Dose—3 ii or 8 mils, diluted; may be doubled. 
A simple diuretic and diaphoretic mixture. 
(b) Mistura Potassi Citratis or 


R Potassium Citrate gr. xl 1|8 
Syrup of Citric Acid 3 i 4'0 
Water to 4 ii 8/0 


Dose—3% ii ex 3 i aque. 
A simple alkalinizing diuretic mixture. 





Tabella Acetylsalicylic—usual size gr. v 
Tabella Phenacetini deste 
Tabella Acetylsalicylici Composita 








BR Acetylsalicylic Acid gr. 3% 0|210 
Phenacetin gr. 2% 0}150 
Caffeine gr. % 0/016 

Tabella Acetylsalicylici Composita cum Codeina 

R Acetylsalicylic Acid gr. 31% 0/210 
Phenacetin gr. 2% 0|}150 
Caffeine gr. % 0/016 
Codeine Phosphate gr. % 0/008 


These drugs decrease the temperature in fever and 
make the patient more comfortable with a better appetite. 


SPECIFIC TREATMENT 


135. Acute rhewmatic fever. Salicylates reduce the pain 
and temperature but large doses, 120-240 gr. daily, may 
be required. Should be continued after the temperature 
has been normal for several days. 


Mistura Salicylica C.F. 
R Sodium Salicylate 


Sodium Bicarbonate ana gr. XX 1|3 
Liquid Extract of Liquorice m. XX 113 
Syrup 3 i 4\0 
Water ad 3 ss 160 


Dose—3 ss. 


All the Sodium Bicarbonate will be in solution. 
This Salicylate mixture may become darker in a 
few days. 


Mistura Sodii Salicylatis et Calcii Carbonatis C.F. 


BR Sodium Salicylate gr. Xx 1|30 
Calcium Carbonate gr. xii 0/80 
Sodium Thiosulphate C.F. gr. ss 0/03 
Compound Syrup of 

Sassafras C.F. 3 ii sloo 
Water to 5 ss 16/00 


Dose—3 ss, diluted 4 times. 

Syrup 3 i and Peppermint Water may be sub- 
stituted for the Compound Syrup of Sassafras and 
Water, on the physician’s order. 


The Calcium Carbonate is given to neutralize the 
gastric acidity and decrease gastric irritation. The 
Thiosulphate prevents the darkening of the mixture. 


Tabella Sodii Salicylatis—usual size 5 gr. 
Tabella Acetylsalicylici oe. 


Either tablet to be taken with Tabella Sodii 
Bicarbonatis gr. 5-10 and water. 


Meningococcal Meningitis. 
Diphtheria. 

Pneumonia. 

ete. 


136. DISEASES OF THE RESPIRATORY SYSTEM 


Cough, Bronchitis. 
Asthma, 


DISEASES OF THE CARDIOVASCULAR SYSTEM— 
sub-headings not given in following sections. 

BLoop DISEASES. 

DISEASES OF THE DIGESTIVE TRACT. 

DISEASES OF THE URINARY TRACT. 

DISEASES OF THE NERVOUS SYSTEM. 

DISEASES OF THE ORGANS OF LOCOMOTION. 

DISEASES OF THE ENDOCRINE GLANDS. 

VITAMIN DEFICIENCY. 


137. DISEASES OF THE SKIN ' 


_ Dusting powders applied to an inflamed skin' are 
cooling, as they increase the surface area for the loss 
of heat by radiation and evaporation and in lotions the 
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same effect is produced. Further, starch absorbs water 
and tends to keep the underlying skin dry. Both wool- 
fat and lanolin absorb water and in pastes and oint- 
ments aid in decreasing the skin moisture and of course 
this is furthered if starch is another constituent. Tale, 
Zine Oxide and Calamine (which is ordinarily 98% Zinc 
Oxide with a little Ferrie Oxide) prevent the clumping 
of starch as it becomes moist and aid in increasing the 
surface area. Bacteria grow less readily the drier the 
surface. 


Pulvis Conspersus C.F. 
R Acidi Borici 
Zinci Oxidi 


Amyli ana 351i 32/0 
A simple dusting powder. 

Linimentum Calamine C.F. 

BR Calamine Preparate C.F. 
Zinci Oxidi ana gr. xl - 9|0 
Olei Olive 3 ss 50/0 
Liquoris Caleii Hydroxidi ad 3 i 100)|0 


Triturate the powders with the Lime Water to 
a smooth cream and add the Oil gradually with constant 
trituration. Three minims of Oleic Acid added to each 
half ounce of Olive Oil, improves the preparation. 


A liniment useful in acute skin inflammation, espe- 
cially when not moist. 


Lotio Benzoini Co. C.F. 


R Pulveris Tragacanthe 3 i 6|9 
Tincture Benzoini 
Simplicis C.F. m. xxx 8\4 
Glycerini 3 vi 37|5 
Alcoholis (90 per cent) 3 iss 75\0 
Aque ad 53x 500/90 


Add a small portion of the Alcohol to the 
Tragacanth then the water to make a mucilage; then 
add the Glycerin; mix the remainder of the Alcohol and 
the Simple Tincture of Benzoin and add this in small 
portions with constant agitation. Add sufficient Water 
to produce the required volume. 


1 or 2 minims of Oil of Lavender may be added 
to give the lotion a pleasant odour. 


A lotion for chapped hands or sunburn. 
Lotio Calamine C.F. 
R Calamine Preparate C.F. 


Zinci Oxidi ana gr. xl 9/0 
Glycerini m. Xx 4/2 
Liquoris Calcii 

Hydroxidi ad 5 i 1000 


Elutriate the Calamine and Zine Oxide by triturat- 
ing them in a mortar with successive portions of the 
Lime Water and decanting from the silicious matter; 
then add the Glycerin. 


This lotion is useful in acute skin lesions, espe- 
cially when moist. 


Pasta Zinci Compositi C.F. 


R Acidi Salicylici gr. x 0|66 
Zinci Oxidi 
Amyli ana 3 ii 8}00 
Paraffini Mollis Albi ad 5 i 30/00 


Dissolve the Salicylic Acid in 1 mil (15 min.) of 
ether. Triturate the Zine Oxide and Starch with a 
portion of the melted base; then triturate all together 
to make a smooth paste. A mildly stimulating ointment. 


Notre: This ointment, known as Lassar’s Paste, 
differs from the Pasta Zinci Oxidi Composita B.P. 1932 
in that it contains Salicylic Acid. 





DISEASES OF THE EYE. 

DISEASES OF THE MOuTH, NOSE, THROAT AND Ear. 
OBSTETRICAL SECTION. 

SURGICAL SECTION. 

CHILDREN’S SECTION. 


All of which is respectfully submitted. 
V. E. HENDERSON, 
Chairman, 
Approved. 

In approving this report, General Council 
instructed that the work of the Committee be 
continued looking to the presentation of a 
final report next year. 


Re CopEINE 


The following resolution from the Calgary 
Medical Society was passed to the Committee 
on Pharmacy for study and report: 

That the regulations governing the sale and 
distribution of codeine should be so amended 
that: ' 

(a) a qualified medical practitioner should be 
permitted to order by telephone in case 
of emergency an amount of codeine 
phosphate sufficient to meet the needs of 
such emergency only; 
that the practitioner so ordering the 
emergency prescription shall be responsi- 
ble for having the prescription concerning 
the sale of said drugs in the hands of the 
dispensing pharmacist concerned within 
thirty-six hours; and 
that the amount of codeine phosphate so 
ordered should not exceed two grains. 

The Committee on Pharmacy presented the 
following report: 

“The nucleus of the Committee on Pharmacy 
considered this matter and agreed that the 
modification to the prescribing of codeine, as 
suggested by the Calgary Medical Society was 
reasonable and would have their approval. 
They were of the opinion that possibly a (d) 
section should be added stating that the drug- 
gist should take such steps as might be necessary 
to make sure that the telephone call was really 
placed by the physician in question. This might 
be arranged by a call back over the telephone 
or the identification of the Doctor’s voice.” 

Approved. 


(0) 


(c) 


In speaking to this matter, Dr. R. E. Wode- 
house pointed out that there is no desire on the 
part of the Department to curtail the use of 
codeine by physicians, but the Department is 
concerned that the diminishing supply of the 
drug should be devoted to the best possible use 
and none wasted. 
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REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of General Council :— 


The Committee on Public Health begs to submit 
the following report :— 


138. The public health aspects of health insurance 


Your Committee has considered, in some detail, the 
implications of the Draft Bill of ‘’An Act Respecting 
Health Insurance, Public Health, the Conservation of 
Health, the Prevention of Disease and other matters 
related thereto.’’ 


The principles of the bill which require that prov- 
inces provide certain designated public health services 
before being eligible for Federal subsidy in respect to 
Health Insurance is approved by your Committee. The 
effect of the proposed plan of Health Insurance on 
certain public services now provided is, however, not 
clearly visualized, and, in the opinion of your Committee, 
requires further consideration. One of the objectives of 
the plan of Health Insurance is to make available to 
every insured person the services of a qualified physi- 
cian. It is understood that this will involve the prac- 
tising physician in activities now provided in many 
places and for many individuals by public health authori- 
ties. Broadly speaking, the practising physician will 
be expected to supervise his clientéle in health as well 
as in disease. As medicine is practised at present, this 
is not the accepted réle of the practising physician and 
he has not been trained for it. The effect of imposing 
these new duties on him may result in a marked change 
in existing prenatal and maternal services, preschool 
health service, school health services, tuberculosis and 
venereal disease services, and industrial health services. 
It is thought, by many, that the final result of such a 
change in medical practice may be beneficial to the 
public health, but it would appear that more considera- 
tion should be given to the matter, particularly as it 
relates to the education of the physician and to the 
part which public health officials and public health nurses 
should play under the new scheme. 


Approved. 


139. Housing. 


On previous occasions, your Committee has sug- 
gested that the Canadian Medical Association should be 
prepared to make recommendations to the appropriate 
authorities on the health aspects of housing. It is 
believed that considerable activity in this field will occur 
after the war, possibly under the egis of government, 
and that organized medicine should be ready to assume 
leadership in this connection. It is again strongly 
recommended that the Association consider this matter 
seriously. 


Approved. 


The following resolution was duly moved, 
seconded and carried: 

That in the opinion of General Council it is 
extremely important for the Canadian Medical 
Association to take more interest in housing 
and that the Divisions be requested to use every 
means in their power to co-operate with housing 
committees in their areas. 


140. National mobilization of medical and public health 
forces in the event of the occurrence of epidemics. 
Some consideration was given-to this subject by 

your Committee and it was noted, with approval, that 

the Association had appointed a special committee to 
deal with this matter and that the Committee had taken 
action. 


Approved. 


141. The effect of the war on the introduction of 
tropical disease into this country. 


While your Committee does not view with undue 
alarm the possibility of the introduction of tropical dis- 
ease in this country by returning members of the armed 
forces, the likelihood of these ciseases occurring in 
sporadic form cannot be ignored. It is thought that 
some steps should be taken to warn the profession in 
this regard and possibly to provide some information to 
the medical profession concerning diseases which ordi- 
narily are not seen in this country. 


Approved. 


142. Health education in high schools, colleges and uni- 
versities, 


Your committee spent considerable time studying 
this matter. To secure the maximum benefits of modern 
medical science, it is necessary to ensure that the 
greatest possible number of individuals should be in 
possession of reliable information regarding the prin- 
ciples of personal and community health. It is particu- 
larly important that graduates of institutions of higher 
education should be well informed in matters of health 
because of the fact that many of them will assume 
leading positions in national and community life. Your 
chairman, by direction of the Committee, communicated 
with the heads of twenty Canadian colleges and uni- 
versities to determine the actual program of health 
education in these institutions. Replies were received 
from eighteen of the twenty colleges. Many of the 
letters indicated a real interest in and an appreciation 
of the importance of this aspect of education, but 
actually only one institution had a formal plan of health 
education. Your Committee has therefore solicited the 
interest of the Canadian Public Health Association in 
the hope that the medical profession, as represented by 
the Canadian Medical Association and the Canadian 
Public Health Association might be prepared to recom- 
mend to colleges and provincial departments of educa- 
tion a practical plan of health education. 


Approved, 


143. Certification of prostitutes. 


Your Committee has considered the ecllvwing reso- 
lution prepared by your Committee on Public Health 
last year, and recommends its adoption :— 


WHEREAS published reports indicate a serious 
prevalence of venereal disease in the armed forces and 
defence workers of this nation; and 


WHEREAS commercialized prostitution constitutes 
an outstanding factor in the dissemination of these dis- 
eases and requires an intensified campaign against their 
elimination ; 

Therefore BE IT RESOLVED that the Canadian Medi- 
cal Association take the following stand: 


1. That the control of venereal disease requires 
elimination of commercialized prostitution ; 

2. That medical inspection of prostitutes is un- 
trustworthy and inefficient, gives a false sense 
of security and fails to prevent the spread of 
infection; and 

3. That prostitution is unlawful, and physicians 
who knowingly examine prostitutes for the 
purpose of providing them with medical certifi- 
cates to be used in soliciting are participating 
in an illegal activity and are violating the prin- 
ciples of accepted professional ethics. 


Approved. 


The following resolution was discussed and 
referred to the Divisions:— 


. That the Canadian Medical Association 


General Council in session go on record as 
recommending more efficient and widespread 
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diagnosis and treatment throughout Canada of 
venereal diseases, aiming at their elimination. 


For this purpose, it is recommended that 
there be: 


1. Blood tests on the entire population for 
the determination of the presence of 
syphilis. 

2. Premarital blood tests throughout Canada. 


3. Hospitalization or isolation until cured, of 
all cases of gonorrhcea, and a proper follow 
up system by social service, public health 
officials and police departments as well as 
the medical profession. 


144. Proposed reorganization of the Dominion Depart- 
ment of Pensions and National Health. 

Your Committee has noted the proposal of the 
Dominion Government to create a new Department of 
Welfare and a Department of Veterans’ Affairs. It 
is recommended that more information be secured regard- 
ing the plans of the Government and that consideration 
be given to recommending :— 


(a) that the Department of Welfare should be 
called the Department of National Health, 
and 

(b) that the deputy minister of this Department 
be a physician. 


All of which is respectfully submitted, 


FRANK G. PEDLEY, 
Chairman. 
Approved. 


REPORT OF THE COMMITTEE 
ON CONSTITUTION AND BY-LAWS 


Mr. Chairman and Members of General Council :— 


1. Prorosep AMENDMENTS 


145. The Committee on Constitution and By-Laws, act- 
ing on instructions received from the Executive Com- 
mittee met and considered the question of representation 
of Chairmen of Departments of the Association upon 
Council. There are two Departments in the Association, 
namely the Department of Cancer Control, and the 
Department of Hospital Service. There is no provision 
in the Constitution for the setting up of Departments 
nor is there any means under the Constitution whereby 
they can be represented on Council. The two Depart- 
ments were set up under special circumstances and on 
separate occasions to meet particular situations. They 
came into existence, therefore, as the specific solution 
of a special problem. 

After deliberation the Committee feels that the 
Constitution should be modified so that provision for 
the existence of Departments of the Association will be 
provided for, and that the Chairmen of such Depart- 
ments should have representation on Council. 


146. The Committee recommends, therefore, that the 
following amendment of the Constitution be authorized. 


1. Article IX—of the Constitution—amend by insert- 
ing after (d) a Section (e) ‘*The Chairmen of 
Departments of the Association’’ and reletter the 

remaining sections (f) and (g). The amended 

article is to read as follows: 


Article IX—The General Council 


The General Couneil shall consist ef: 
(a) The Officers of the Association. 


(0) The President and Secretary or Joint Secretaries 
of each Branch Association or Division. 

(c) Delegates elected by Branch Associations and 
Divisions, amongst whom shall be included the 
members designated by Divisions for the Nomi- 
nating Committee and the Executive Committee. 

Each Branch Association or Division shall be 
entitled to elect five delegates to serve on the 
General Council for its membership in The Cana- 
dian Medical Association of fifty or less; one 
additional delegate for its membership from 
fifty-one to one hundred; one additional delegate 
for its membership from one hundred and one to 
three hundred; and thereafter one delegate for 
every three hundred above three hundred. One 
of its representatives on General Council may be 
named by a Division as its nominee to the Nomi- 
nating Committee of the Association. 

(d) The Chairmen of the Standing Committees of 
the Association. 

(e) The Chairmen of Departments of the Association. 

(f) Past-Presidents of the Association. 

(g) Two representatives of the Department of Pen- 
sions and National Health, who are members of 
The Canadian Medical Association, one of whom 
shall be the Deputy Minister of Pensions and 
National Health. 


2. After Article X insert a new Article XI as 
follows: 


Article XI—Departments 


The General Council or the Executive Committee may 
establish Departments of the Association to administer 
funds allocated to The Association and designated for 
a specific purpose. 

The Departments of the Association are: 

1. The Department of Hospital Service. 
2. The Department of Cancer Control. 
3. Renumber the remaining Articles as follows: 
Article XII—Funds. 
Article XIII—The Association Year. 
Article XIV—Amendents. 
Article XV—Provincial Autonomy. 
4. By-Laws, after Chapter IX insert a new Chapter 
X as follows: 


Chapter X—Departments 


147. Section 1—Duties of the Department of Hospital 
Service. 
(a) To administer funds allocated to the Canadian 
Medical Association for Hospital Service. 
(6) To study community needs with regard to the 
provision and financing of hospital care. 
(c) To study hospital procedures and developmental 
trends. 
(d@) To build up a reference library of hospital and 
related topics. 
(€) To make the facilities of the Department freely 
available in the interest of more efficient hos- 
pital service. 


(f) To perform such other duties as may from time 
to time be referred to it. 


148. Section 2—Duties of the Department of Cancer 
Control. 
(a) To administer the funds allocated to the Cana- 


dian Medical Association for the purpose of con- 
trolling cancer. 


(6) To serve as a co-ordinating centre for the activi- 
ties of the various Provincial Cancer Committees. 
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(c) To consider proposed legislation dealing with 
cancer provided such legislation is Dominion and 
not Provincial in character. 


(d) To play some part in educating the medical pro- 
fession (not the public) regarding advances in 
knowledge in the diagnosis, treatment and pre- 
vention of cancer. 


(e) To express an opinion when requested as to sug- 
gested new methods of treatment. 


(f) To advise as to the use of funds which may be 
donated from time to time for the purpose of 
advancing our knowledge of cancer. 


(g) To perform such other duties as may from time 
to time be referred to it. 


Approved. 


2. SuGGESTIONS FOR CONSIDERATION 


Representation of Affiliated Societies on General 
Council :-— 


149. The Committee desires to bring before Council for 
discussion the wisdom and the possible advantages and 
merits of making provision for representation upon 
Council of those Societies which are affiliated with the 
Canadian Medical Association, or at least those affiliated 
societies which are medical in nature. The Constitution 
provides that societies whose field of interest impinges 
upon those of the Canadian Medical Association may 
affiliate themselves with the Canadian Medical Associa- 
tion. There is no provision in the present Constitution 
for representation of these affiliated societies upon 
Council. In the past there was at one time such pro- 
vision but the activities of one such affiliated society 
(a lay organization) led to such dissatisfaction that in 
an earlier revision of the Constitution this privilege of 
affiliated societies was dropped. 

150. A situation has now arisen which makes it de- 
sirable for us to reconsider the whole matter. The 
imminence of some form of Health Insurance under 
government control brings many new problems to the 
fore and amongst these problems is that of the qualifi- 
cation of specialists. There has been a tendency to 
meet this on the part of those who are practising in 
special fields of medicine and surgery by the formation 
of societies devoted to their particular specialty. Thus 
we have had recently reorganized the Canadian Society 
of Radiologists. There is also a Canadian Society of 
Genito-Urinary Surgeons, a Canadian Ophthalmological 
Society, a Canadian Society of Anesthetists. The pedi- 
atricians long have had their own Society and at the 
present moment the orthopedic surgeons are establishing 
a Canadian Society of Orthopedic Surgery. The signifi- 
cance of this lies in the fact that each group of doctors 
practising in special fields feels that it is necessary to 
be organized into a specialist group in order that their 
particular problems in that specialty may be adequately 
discussed and properly solved and properly presented 
in the right quarters ‘and at the right time. The needs 
of such specialist groups are hardly met by their organ- 
ization into a Section of the Canadian Medical Associa- 
tion. A section of the Canadian Medical Association 
must of necessity meet at a time and at a place which 
conforms with the meeting of the Canadian Medical 
Association; its officers to some extent are determined 
by the location of the meeting and the program of the 
Section is determined by the Central Program Committee 
of the Canadian Medical Association and must in large 
measure be a program directed towards the needs and 
interests of general practitioners. There is little op- 
portunity within a Section of the Canadian Medical 
Association to solve the problems peculiar to a special 
branch of medical practice. It is likely that we can 
anticipate the establishment of more societies dealing 
with special fields of medicine or surgery. 

151. It would be desirable that any such special soci- 
eties be intimately linked with the Canadian Medical 
Association. A simple manner of accomplishing this 
would be to organize them as affiliated societies, that is, 
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societies affiliated with the Canadian Medical Associa- 
tion, but this would not mean much unless the affilia- 
tion carried with it the privilege of representation on 
Council. Difficulties which arose when representation of 
affiliated societies last existed could be overcome if such 
representation were limited to those affiliated societies 
whose members are all members of the Canadian Medi- 
eal Association, or in whom a large proportion of the 
members, say 75% are members of the Canadian Medical 
Association. 

152. It is of extreme importance in the view of your 
Committee that the Canadian Medical Association should 
be the central body representing doctors in Canada. To 
remain so it must face the problem of how to bring 
within its organization all societies of medical men who 
feel the necessity of separate organization to solve 
particular and special problems. 

153. Another organization which might well develop 
close ties with the Canadian Medical Association is the 
Canadian Association of Medical Students and Interns.. 
Every medical student and intern in Canada is a mem- 
ber. It represents organized medicine amongst under- 
graduates in medicine and amongst recent graduates.. 
It has had a vigorous and active career and must have 
done much to educate young doctors to the benefits of 
organization. Membership in it terminates at the end 
of internship. It would be mutually beneficial were 
this body affiliated with the Canadian Medical Associa- 
tion and such affiliation would be strengthened by pro- 
vision for representation on Council. 

154. Consideration should be given also to the wisdom 
of providing Universities with representation on Council. 
Of all the complex problems of Health Insurance none. 
are more difficult or less thought of than those related 
to the teaching of medicine. Universities would be 
greatly benefited by an intimate link with organized 
medicine and the Canadian Medical Association would 
obtain a broader view of the problem of Health Insur- 
ance by such contact. 

155. The Committee on Constitution and By-Laws pre- 
sents these problems to the Council for discussion in the- 
hope that some uniformity of opinion may be reached 
which will result in amendments to the Constitution 
likely to draw all these ancillary societies within the 
fold of the Canadian Medical Association. 


All of which is respectfully submitted. 


R. I. HARRIS. 
Chairman. 


The second half of the report—‘‘Suggestions. 
for Consideration’’—deals with the wisdom and 
possible advantages in making provision for 
representation on General Council of affiliated 
societies, the Canadian Association of Medical 
Students and Interns, and the Universities. 

This section of the report was discussed at 
great length and was finally referred to the 
Executive Committee for study and report. 





REPORT OF THE CENTRAL 
PROGRAM COMMITTEE 


Mr. Chairman and Members of General Council :— 


156. The general order of the Scientific Program for 
the Annual Meeting is the same as that adopted in 
recent years with the exeeption that scientific meetings 
will be held on two instead of three days. General 
Sessions will be held each morning with Sectional Meet- 
ings each afternoon. Round Table Conferences will be 


conducted each morning in the hour preceding the 
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General Session. During the Meeting ten Sections will 
hold one or more Round Table Conferences. In addi- 
tion, a ‘‘Question and Answer’’ session, similar to the 
one held at the Jasper Meeting, will follow the Thursday 
Luncheon. 
157. The Scientific Program provides for the presenta- 
tion of ten papers in General Session and seventy 
papers in Meetings of Sections. The subjects selected 
for discussion cover all branches of Medicine with special 
emphasis on medical problems related to the War. Our 
Guest Speakers at General Sessions will be Dr. N. J. 
Eastman, Professor of Obstetrics, Johns Hopkins Uni- 
versity, Baltimore, and Dr. Roy D. McClure, surgeon- 
in-chief, Henry Ford Hospital, Detroit. 

In conclusion, your Committee wishes to thank 
those contributing to the Scientific Program by reading 
papers or by conducting Round Table Conferences. 


All of which is respectfully submitted. 


DUNCAN GRAHAM, 
Chairman. 
Approved. 


REPORT OF THE POST-GRADUATE 
COMMITTEE 


Mr. Chairman and Members of General Council :— 


158. Due to war and other conditions, it has not been 
possible in recent years for the Association to continue 
sending speakers to Medical Societies throughout Canada 
as was done for a number of years. However, we have 
endeavoured to keep the department alive by sending 
teams of speakers to the annual meetings of the Eastern 
and Western Divisions. This year a team of speakers 
will visit the New Brunswick, Nova Scotia and Prince 
Edward Island Divisions in July and another team will 
attend the meetings of the British Columbia, Alberta, 
Saskatchewan and Manitoba Divisions in September. 


159. The hope is expressed that, in the not too distant 
future the Association may find it possible to resume its 
former plan of sending extramural lecturers to Medical 
Societies. 


All of which is respectfully submitted. 
DUNCAN GRAHAM, 
Chairman. 
Approved. 


REPORT OF THE DEPARTMENT 
OF CANCER CONTROL 


Mr. Chairman and Members of General Council :— 


160. During the month of September, 1943, the Chair- 
man of the Board of Directors gave public addresses 
on the subject of Cancer in Vancouver, Calgary, Regina 
and Winnipeg. Apart from these addresses there were 
no activities of the Department of Cancer Control. 


All of which is respectfully submitted. 


WILLIAM BOYD, 
Chairman. 
Approved. 


In the discussion on this report, the opinion 
was expressed that consideration might be given 
to extending the activities of the Department of 
Cancer Control. The following suggestions 
were made: 
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1. The establishment of a Clinical Research 

- Fellowship at one of the University centres. 

2. The education of nurses with respect to 

Cancer. 

3. The use of films for cancer education work. 

It was agreed that this whole matter be 
referred to the Divisions for study and report. 


REPORT OF THE COMMITTEE 
ON CREDENTIALS AND ETHICS 


Mr. Chairman and Members of General Council :— 


Your committee begs to report as follows: 

161. No problems were presented to the committee 
during the year. 

162. Your committee feels that at least one lecture on 
medical ethics should be given each year to medical 
students in Canada, with emphasis placed on the prac- 
tical bearing as well as the idealistic concepts of the 
Code of Ethics of the Canadian Medical Association. 


All of which is respectfully submitted. 


ROSS MITCHELL, 
Chairman. 
Approved. 


REPORT OF THE COMMITTEE 
ON LEGISLATION 


Mr. Chairman and Members of General Council :— 


163. Health Insurance Proposals which were under con- 
sideration by the Special Parliamentary Committee on 
Social Security during the 1943 session of Parliament 
did not progress very far before adjournment in July 
last. 


164. The last report of the Committee on Social 
Security presented to the House on July 23rd, 1943, con- 
tained the following: 


The Committee approves of the general principles 
of Health Insurance set forth in the Health Insurance 
Bill, respecting public health, health insurance, the pre- 
vention of disease, and other matters relative thereto. 


The Committee recommends :— 


1. That before the Bill is approved in detail or 
amended and finally reported, full information 
regarding its provisions be made available to 
all the provinces. 


2. That to provide this information, officials of 
the various government departments concerned 
be instructed to visit the various provinces and 
to give full details of the proposed legislation 
to the provincial authorities. 

3. That, if possible, before the next session of 
Parliament, a conference of representatives of 
the Governments of the various provinces and 
the Dominion be held to discuss certain com- 
plex problems involved, especially financial and 
constitutional questions. 

4. That in the light of all the information mean- 
while obtained, study of the Bill be continued 
by a committee of the House and by the 
Advisory Committee on Health Insurance. 


No action, therefore, was taken by the Government 
to introduce a Health Insurance Bill before adjournment 
of Parliament in 1943. 
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165. A new and slightly modified Draft Bill respecting 
Health Insurance is again being studied by the same 
Committee om Social Security during the 1944 session 
of Parliament; but to this date,—April lst—after five 
sittings of the Committee, there is no progress to record. 


166. Your Committee on Legislation maintains in 1944 
the same attitude of watchful waiting and close co- 
operation which was reported last year. All its members 
are prepared to support and to voice the views of the 
Canadian Medical Association respecting Health Insur- 
ance, both in the Senate and the House of Commons, 
when the opportunity presents itself. 


All of which is respectfully submitted. 


Cc. J. VENIOT, 
Chairman. 


This report. was received. 


REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of General Council :— 


167. In the year intervening since this General Council 
last met, the Committee on Economics and its sub-com- 
mittees have continued their studies on health insurance. 
The Nucleus Committee has met at frequent intervals 
throughout the year. The Health Insurance Committee, 
under the chairmanship of Dr. Archer, has met preced- 
ing each meeting of the Executive Committee and the 
Executive Committee has, in turn, devoted much time 
and thought to the study of material brought to it, or 
suggestions made, by the Health Insurance Committee. 
In the various provinces, the provincial committees on 
economics have been studying questions submitted to 
them by the Nucleus Committee and have considered its 
valuable recommendations and viewpoints. 


FEDERAL MEASURE REVISED 


168. On March Ist of this year the Hon. Ian Mac- 
kenzie presented to the reappointed Special Committee 
on Social Security of the House of Commons a revised 
measure of Health Insurance for its consideration. This 
draft, although substantially the same as that considered 
at the previous session, showed many revisions, particu- 
larly in the financial portions of the measure. No change 
was made in the estimated total cost of health insurance, 
computed at $21.60 per capita for the population, or 
$26.00 per adult. However the proposal was definitely 
made that for every adult, that is everyone over 16, 
$12.00 per year should be paid to the Fund. A bread- 
winner would pay for himself and for each adult de- 
pendent. In addition, individuals paying income tax 
would pay, in the case of a single man, 3% on his 
taxable income, up to but not exceeding the sum of 
$30.00; in the case of a married man the tax would 
be 5% but not exceeding the sum of $50.00. The prov- 
ince would be responsible for the cost of administration, 
much less than on the basis of collection proposed in 
an earlier draft, and the province would also be re- 
sponsible for any part of the $12.00 charge per adult, 
not collected by reason of indigency or for other reasons. 
For the balance of the cost the Federal Government 
would be responsible. By this arrangement the Federal 
Government pays a larger proportion of the total cost 
than was originally contemplated, and the payment by 
individuals is so arranged that a greater proportion is 
shifted to the individual with the larger income. The 
cost to the province would be less also. The previously 
proposed basis of assessment to estimate the taxable 
income of individuals not on direct salary was deleted, 
as was also the proposal to have employers contribute 
under certain conditions. 


169. As presented to the Committee, the Bill obviously 
does not provide for an income ceiling. The Dominion 


portion of the measure, (Section 4), makes it necessary 
that indigents be covered by provincial legislatron. This 
was not clear in the previous draft. It is provided, also, 
that in a given province, instead of having the health 
insurance act administered by a Commission, it might 
be possible te have the administration under the De- 
partment of Health if such an arrangement would seam 
more advisable. 


After considering section 169 of the report, 
the following resolution was duly moved, see- 
onded and carried: 


That this Association reaffirm what it believes to 
be the overwhelming majority opinion of the medical 
profession of Canada that, in the interests of the 
health of the people of Canada, health insurance 
should be administered by an independent, non- 
political commission and that it should not be ad- 
ministered by the Department of Health. 


170. In naming the composition of the National Council 
on Health Insurance, the names of specific national 
bodies have been deleted; the representatives are now 
designated in a broader fashion, as ‘‘ persons representa- 
tive of medical practitioners’’, or ‘‘of hospitals’’. The 
Deputy Minister of Health in each province was formerly 
listed as a member of the National Council; in the new 
wording there would be a representative of ‘‘ public 
health officers’’ mstead of the nine Deputies. The new 
division of the Department of Pensions and National 
Health directing this Health Insurance plan would be 
known as ‘‘ The Health Insurance Division’’ rather than 
as the ‘‘The Public Health and Health Insurance 
Division’’, as formerly proposed. 


171. In addition to its representative on the National 
Council on Health Insurance, each of the professional 
and other groups enumerated for inclusion in this Coun- 
cil, and ‘‘any other organization or group of persons 
having an interest in health insurance, shall be entitled 
to be represented at any meeting of the Council by not 
more than two persons to be known as delegates’’. These 
delegates may take part in the discussion of any question 
being considered by the Council at any meeting, subject 
to the consent of the Council so to do, but shall not be 
entitled to vote. 


172. An important new Section in the model Provincial 
Act portion of the measure (Section 16) endeavours to 
protect the interest of members of the several profes- 
sions concerned who are now with the Armed Forces. 
This Section is very broad in wording, but would re- 
quire that the regulations would permit the establish- 
ment or the re-establishment of doctors, dentists, nurses, 
and others ‘‘to the same extent and on the same footing, 
as nearly as may be, as those persons would be estab- 
lished or re-established had they been discharged from 
the Forces before the coming into operation of this 
Act’’. 


173. Of interest to those engaged in medical teaching, 
Section 14 (1) (i) stipulates that any qualified person 
in receipt of hospital services shall be available for 
clinical observation for the instruction of students in 
medicine and nursing. It is not anticipated that this 
clause will create any hardship, but it would overcome 
the unwarranted but widespread criticism in some circles 
that the poor man would be made a ‘‘guinea pig’’. 
Quite a number of other changes occur in the various 
Sections of the Federal measure and the model Pro- 
vincial Act, but they are designed in the main to 
clarify the wording and are of limited significance. 

174. As this report goes to press the Committee on 
Social Security is still in session on the clauses of the 
proposed measure. Of unusual interest to the Council 
will be the decision of the Committee on Social Security 
(March 30) to support the principle of personal con- 
tributions. This should receive our warm approval as 


the proposal advocated by many large national bodies, 
particularly the Federation of Agriculture and the 
C.C.F., to have the plan financed entirely from Federal 
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funds would sound the knell of health insurance and 
mark the beginning of state medicine. 


175. Since the announcement of the revised financial 
basis there has been much criticism in the press, edi- 
torially and by letter, protesting the amount of pay- 
ment. Apparently many people who have wanted health 
care without charge are just beginning to realize that 
a complete service will cost money and that there is a 
limit to federal funds. 


176. Studies by the Canadian Institute of Public 
Opinion (Gallup Poll), however, have revealed an in- 
crease in the percentage of people ‘‘willing to pay a 
small part’’ of their income towards health insurance. 
Three April polls, a year apart, are as follows: 


1942 1943 1944 
WOE nc cdvcweun 75% 69% 80% 
Unwilling ........ 18% 16% 16% 
Undecided ........ 7% 15% 4% 


The willing replies this year varied from 67% in 
Quebec to 90% in the Prairie provinces. Breaking down 
the 80% in favour of the principle, 44% thought the 
rates about right, 29% thought them too much, 1% 
thought the rates actuarially unsound and 6% were un- 
certain about the rates. : 


177. Another poll in April, 1944, revealed that 63% 
feel that health insurance should be compulsory for a 
whole province rather than left to ‘‘local option’’. 
Twelve per cent favoured local option and 16% did not 
wish it either way. Remainder were undecided. Omit- 
ting this last group, 79% of those with opinions 
favoured a province-wide plan. In Ontario 84% favoured 
a province-wide plan, 13% would let the community 
decide and 3% were undecided. For Quebec the figures 
were 67, 21 and 12 per cent. 


REVISION OF PRINCIPLES 


178. The ‘‘Principles relating to Health Insurance’’ 
were adopted in 1942 at Jasper. Since then the rapidly 
changing picture of social developments and the steady 
evolution of our own thinking have made it desirable 
for a reconsideration of these Principles. Do they fully 
meet the present situation? Might some revisions and 
additions be made? 


179. A revised draft of Principles was submitted to 
the Committee in February by the Committee on Eco- 
nomics of the British Columbia Medical Association. 
This revision had been approved by the Directors of 
that Association on February 9th. This draft of Prin- 
ciples was carefully reviewed in March by the Nucleus 
Committee, by the Health Insurance Committee and by 
the Executive Committee. It was generally agreed that 
this draft, subject to certain further revision, was a 
distinct improvement, both in substance and in order 
of presentation. The Nucleus Committee was author- 
ized by the Executive to consult the Divisional Com- 
mittees and to make further recommendations to the 
Executive Committee in May with the object of present- 
ing to General Council at this meeting a carefully 
considered redraft of our Principles. 


180. Subject to further revisions to be made immedi- 
ately prior to this meeting by the Executive Committee, 
the Committee on Economics, after much study and in 
the light of various suggestions received, recommends 
that the ‘‘Principles Relating to Health Insurance’’, as 
of May, 1944 read as follows: 


1. The Canadian Medical Association approves the 
adoption of the principle of contributory Health 
Insurance, and favours a plan which will secure 
the development and provision of the highest 
standards of health services, preventive and 
curative, provided the plan be fair both to the 
insured and to all those rendering the services. 


2. Inasmuch as the health of the people depends to 
a great extent upon environmental conditions 


under which they live and work, upon security 
against fear and want, upon adequate nutrition, 
upon educational facilities, and upon the op- 
portunities for exercise and leisure, the improve- 
ment and extension of measures to satisfy these 
needs should precede or accompany any future 
organization of medical service. Failure to 
provide these measures will seriously jeopardize 
the success of any Health Insurance plan. 


. It is not in the national interest that the state 


convert the whole medical profession into a 
salaried service. 


. It is not in the patient’s interest that the 


state invade the professional aspects of the 
patient-doctor relationship. Subject to geo- 
graphical and ethical restrictions this relation- 
ship includes free choice of doctor by patient 
and free choice of patient by doctor; it implies 
also maintenance of the confidential nature of 
medical practice. 


. While leaving to each province the decision as 


to persons to be included, the plan must be 
compulsory for persons having an annual in- 
come insufficient to meet the costs of adequate 
medical care. 


. The dependents of insured persons should be in- 


cluded in the health benefits. 


- Medical care for resident and transient indi- 


gents should be provided under the plan, the 
Government to pay the premiums of these groups. 


. Health benefits should be organized as follows: 


(a) Every regularly qualified, duly licensed 
medical practitioner, in good standing in 
the province, should be eligible to practise 
under the plan. 

(b) The benefits conferred should be such as to 
provide for the prevention of disease and 
for the application of all necessary and 
adequate diagnostic and curative procedures 
and treatment. Specialist and consultant 
medical services should be available. 

(c) The following additional services should be 
available through the medical practitioner: 
1. Nursing service. © 
2. Hospital care. 

3. Auxiliary services usually in hospital. 
4, Pharmaceutical service subject to regu- 
lation. 


(d) Dental service. 


. Cash benefits, if provided, should not be taken 


from the health insurance funds. 


- Health Insurance should be administered by an 


independent non-political commission representa- 
tive of those giving and those receiving the 
services. Matters of professional detail should 
be administered by committees representative of 
the professional groups concerned. 


. Under Health Insurance the Chief Executive 


Officer to the Commission and the Regional 
Executive Officers should be physicians appointed 
by the Commission from a list submitted by 
organized medicine of the province. 


. Each province should be served by an adequate 


Department of Public Health, organized on the 
basis of the practising physician taking an ac- 
tive part in the prevention of disease. 


. The granting of a license to practise medicine 


was designed primarily to protect the public. 
Therefore it is in the interests of the patient 
that all who desire licensure to practise a healing 


.art should be required to conform to a uni- 


formly high standard of preliminary education 
and of training in the recognized basic sciences 
as well as to furnish proof of adequate prepara- 
tion in the clinical and technical subjects. 
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14. The method, or methods, of remuneration of the 
medical practitioners, and the rate thereof, 
should be as agreed upon by the medical pro- 
fession and the Commission of the province. 


15. Every effort should be made to maintain health 
services at the highest possible level. This 
requires: 

(a) Adequate facilities for clinical teaching in 
the medical colleges and hospitals. 


(b) Post-graduate training of all medical prac- 
titioners at frequent intervals. 


(c) Necessary facilities for and support of 
research. 


16. The principle of insured persons being required 
to contribute to the insurance fund is strongly 
endorsed. 


17. Any Health Insurance plan should be studied 
and approved actuarially before adoption and 
thereafter at periodic intervals. 


18. In the provision of health services, cognizance 
should be taken of the fact that well over a 
third of Canadian doctors are now in the 
Armed Forces. If health insurance should be 
implemented in any province before demobiliza- 
tion, the interests of the medical officers in the 
services should be fully protected. 


OVERSEAS DIVISION 


181. The medical officers overseas have formed a 
Health Insurance Planning Committee, R.C.A.M.C. 
(Overseas), drawn from various hospitals and medical 
units. This Committee, under the chairmanship of Col. 
L. C. Montgomery, M.C., V.D., and with Major J. G. 
K. Lindsay as secretary, has met on a number of 
occasions. Last autumn the observations and recom- 
mendations of this Committee were compiled into a 
memorandum which was submitted to the C.M.A. Ex- 
ecutive by Lieut.-Col. H. E. Botterell at a special meet- 
ing called in Ottawa in December. The return to Canada 
of Lieut.-Col. Botterell with this report, which was 
published in the February issue of the Canadian Medical 
Association Journal, made it unnecessary for two repre- 
sentatives of the C.M.A. Executive Committee to go 
overseas for a conference there on health insurance as 
had been tentatively approved. 


182. The Executive Committee was pleased to have 
Lieut.-Col. Botterell confirm the opening statement of 
the Overseas Memorandum that 


‘*The Medical Officers of the R.C.A.M.C. (Overseas) 
desire to express confidence in the Canadian Medi- 
cal Association as their representative in all matters 
pertaining to Health Insurance, Public Health, the 
prevention and treatment of disease, research and 
other matters related thereto.’’ 


All recommendations of the H.I.P.C. (Overseas) were 
gone over clause by clause by the Health Insurance Com- 
mittee and the Executive which reviewed with Col. 
Botterell the various studies and recommendations made 
here in Canada and the reasons therefor. The desire 
of the Committee in Canada to protect the interests of 
the members overseas was stressed. 


183. This conference was most helpful and revealed a 
close parallel in the thinking of the medical profession 
both overseas and at home. 


184. At the March meeting, the Executive Committee 
was honoured to have present Col. L. C. Montgomery, 
M.C., V.D. and also Lieut.-Col. J. A. MacFarlane, E.D., 
and Lieut.-Col. R. I. Harris, M.C. These gentlemen 
brought the Executive Committee further up-to-date with 
respect to the medical thought overseas and made many 
valuable suggestions. 


185. The Overseas Bulletins of the Association have 
contained numerous references to the health insurance 
situation and have been much appreciated, we are in- 
formed, by the medical officers receiving them. Par- 


ticularly informative was the comparison of the ad- 
vantages and otherwise of the various methods of 
remuneration appearing in the December issue. 

The following letter was read from Colonel 
L. C. Montgomery: 


‘*At the meeting of the Health Insurance 
Planning Committee, R.C.A.M.C. (Overseas) 
held on April 29, 1944, the enclosed report was 
approved for submission to the C.M.A. by all 
the representatives present. 

‘‘Further to a letter from the Associate Secre- 
tary of March 20, 1944, and the enclosed draft 
of principles of health insurance as submitted by 
the British Columbia Medical Association Com- 
mittee on Economies, this was discussed at some 
length and our observations and comments are 
enclosed for your information. 


‘‘Other matters discussed by the meeting, to 
which it is desired attention be drawn and on 
which any available information would be ap- 
preciated, include: 


1. What proportion of the estimated 260 mil- 
‘lion dollar annual cost of health insurance 
is to be expended in the payment of medi- 
cal accounts? 


2. It is the general opinion of the service 
medical officers (overseas) that proposed 
allowances for post-graduate education and 
refresher courses for rehabilitation are 
most inadequate. 


3. Realizing that the demand for medical 
post-graduate education and_ refresher 
courses after the war will be great, and 
that the facilities in Canada for providing 
such educational services are limited, it is 
felt that plans should be made to enlarge 
existing facilities and, if necessary, estab- 
lish new centres for this purpose. 

‘Only one copy of the new draft Health In- 
surance Bill (March, 1944) is at present avail- 
able for the use of our committee, and it would 
be greatly appreciated if at least thirty copies 
could be obtained for distribution to the mem- 
bers of the committee and those they represent. 

‘‘From now on it is going to be difficult to 
hold organized meetings of the Committee. Any- 
thing that comes through from your office will 
be passed on to the representatives of the various 
formations. 

‘‘Ontario and Saskatchewan certainly seem 
to be forging ahead. 

‘‘Thank you and the Committee of the C.M. A. 
for all you have done for us. 


Yours sincerely, 
(Signed) L. C. MontTGomMERy.’’ 


CONFERENCE OF HEALTH ORGANIZATIONS 


186. For some time there has been a feeling that the 
various groups interested in the provision of health 
services under health insurance should meet to discuss 
their many problems of mutual interest. Accordingly 


a two-day conference of such national organizations was 
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held in Toronto on January 28 and 29. Some seventy 
delegates representing the following bodies were present: 


Canadian Medical Association; Canadian Public 
Health Association; Canadian Nurses Association; As- 
sociation of Canadian Medical Colleges; Canadian Tuber- 
culosis Association; Canadian Hospital Council; L’As- 
sociation des Médecins de Langue Frangaise de 
1’Amérique du Nord; Canadian Dental Association; 
Royal College of Physicians and Surgeons of Canada; 
Canadian National Committee for Mental Hygiene; 
Health League of Canada; Medical Council of Canada; 
Canadian Pharmaceutical Association; National Re- 
search Council. 


187. Each organization presented its major problems 
and viewpoints. Symposia took place on the best form 
of health care for (a) rural areas and (b) urban areas. 
Professional training, undergraduate and graduate, for 
doctors, nurses, dentists, pharmacists and others was dis- 
eussed. A very successful Round Table permitted a 
wide range of pertinent questions to be considered and 
the meeting closed with a discussion on the enlighten- 
ment of the public. The conference was judged to have 
been well worthwhile and it is quite possible that an- 
other conference may be called, possibly including repre- 
sentatives of those receiving health services, in the 
early future. The proceedings have been published as 
a special bulletin and are being made available both to 
the profession and to the laity. 


188. In this connection it is worthy of note that in 
British Columbia the Committee on Economics has set 
up a joint committee composed of representatives of 
organized medicine, the nurses, the hospitals, the dentists 
and the druggists. It is felt that this joint committee 
will be of particular value in the setting up of the 
Regulations. 


THE QUEBEC LEGISLATION 


188A, In the Spring of 1943, the Legislative Assembly 
of the Province of Quebec passed a Bill named ‘‘An 
Act to Constitute a Health Insurance Commission’’ and 
—" 51. The preamble indicates the purpose of 
the Bill. 


‘*Whereas the Commission which inquired into hos- 
pitals in this province recommended, in its report, 
the introduction of universal health insurance, 
financed by a threefold contribution by the Govern- 
ment, the employer and the insured, involving a 
premium calculated, not on an individual basis but 
per family group, and administered by a Com- 
mission whose first responsibility would be to pre- 
pare the plan of insurance; 

Whereas it is expedient to give effect to this 
recommendation by constituting a health insurance 
commission ; 
Therefore, His Majesty, with the advice and con- 
sent of the Legislative Council and of the Legisla- 
tive Assembly of Quebec, enacts as follows: 

(1) There shall be a Commission called the ‘‘ Quebec 
Health Insurance Commission . . .’’ 


This Act was passed without knowledge of or 
consultation with the organized medical bodies of the 
province. 


The implementing of the new Act took effect when 
three Commissioners, to constitute the personnel of the 
Commission, were appointed by the Government without 
prior consultation with any of the recognized organized 
medical groups of the province. They are, a lawyer, 
to act as Chairman; a doctor, at the time full-time pro- 
fessor at the University with no general practice back- 
ground; and a broker. 


A delegation from the Joint Committee on Health 
Insurance, representative of the College of Physicians 
and Surgeons, La Fédération des Sociétés Médicales, 
l’Association des Médecins de Langue Frangaise de 
1’Amérique du Nord, and the Quebec Division of the 
Canadian Medical Association, went to Quebec to meet 
the Cabinet to protest against the naming of a lawyer 
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as Chairman of the Commission. Following the presen- 
tation of the views of the Joint Committee on the im- 
portance of appointing a doctor of at least ten years’ 
practice as the Executive Director of a Health Insurance 
Commission, a discussion ensued and from the remarks 
made by some of the Honourable Ministers present and 
especially by the Honourable Prime Minister, it was 
felt that the Health Insurance Commission was a mis- 
nomer for a Social Security Commission, and the doctors 
were given the assurance that they would have every 
opportunity, when the Health Insurance question was 
forthcoming, to express their opinion before the Com- 
mission, and that our requests and point of view would 
receive the most cordial and sympathetic attention. 
The first duty of the Commission was to investi- 
gate into the condition of private créches and foundling 
houses and to formulate legislation for the betterment 
of the protection of childhood. This legislation is 
before the House at the present time and is receiving 
favourable support. 


THE ONTARIO LEGISLATION 


189. The compulsory hospitalization plan proposed last 
December has not materialized, due in part to the 
results of a survey conducted by the Ontario Hospital 
Association in conjunction with departmental officials, 
which revealed that in no county in the province were 
there sufficient hospital beds to meet the increased 
demand anticipated. 


190. There was passed in March, however, THE MUNI- 
CIPAL HEALTH SERVICES Act, 1944, whereby a provincial 
Board of seven to ten members was set up and em- 
powered to enter into agreement with municipalities and 
‘¢with any person or with any medical, hospital or other 
association, corporate or otherwise, for the provision 
of municipal health services’’. This would permit the 
setting up of a health plan on a municipal rather than 
a provincial basis. Plans must be voted upon in the 
municipality concerned and finances raised either by a 
property tax or by a personal tax. The Board receives 
the money from the municipality and disburses it to 
provide the services. Those contributing to another 
plan of medical or health services approved by the 
Minister are exempt. 


191. This Act will do much to prevent the abuses which 
have been associated with the ‘‘municipal doctor’’ sys- 
tem. The idea of a controlling Board is sound. How- 
ever, as this legislation paves the way for a compre- 
hensive plan of health insurance (or perhaps state 
medicine) in this province, it is very unfortunate, to 
say the least, that this controlling body could not have 
been an independent, non-political commission as recom- 
mended by the medical profession. The Board (Ontario 
Municipal Health Services Board) is ‘‘appointed by the 
Lieutenant-Governor in Council and shall hold office 
during pleasure’’. No reference is made to its com- 
position, to the groups to be represented, nor to the 
extent to which nominations will be requested or ac- 
cepted. The all-important regulations are to be made 
by the Minister of Health. In the hands of the present 
Minister this arrangement may prove quite satisfactory, 
but safeguards are lacking for the future. 


(See par. 215 respecting the revision of the 
Ontario Medical Act to permit classification into 
specialties. ) 

The Chairman called attention to the fact that 
anything that happens in any one province in 
the way of legislation, is likely to affect all the 
other provinces. For that reason, wherever 
possible, the Association should be kept aware 
of what is going on. If help is required, the 
Association will then be in a position to render 
it to a degree so that nothing may be done in 
any province which would complicate the situa- 
tion across Canada. 
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The opinion was very strongly expressed that 
the C.M.A. should protest vigorously against the 
tendency on the part of Provincial Legislatures 
to enact medical legislation without adequately 
conferring with organized medicine. 


THE MANITOBA LEGISLATION 


191A, The Manitoba Division has sponsored ‘‘The 
Manitoba Medical Services Act’’ passed by the Legisla- 
ture, under which a Commission of 14 doctors and 7 
laymen form a Board to administer health insurance in 
the province. That Board is now functioning and pro- 
poses to act through the Manitoba voluntary organiza- 
tion for hospitals. This organization offers two types 
of service: (1) surgical benefits, the cost for which is 
$1.25 a month, or $15.00 a year for the individual; 
(2) a complete coverage for the whole family, the cost 
for which is $65.00 a year. The public will have a 
choice of one or other of these two services. 


The profession has solved many problems including 
the relationship between the general practitioner and 
the specialist. A specialist is given a premium of 25% 
over the fee allowed a general practitioner for a similar 
procedure, so long as he operates as a specialist within 
the limits of his field. The scale of fees for a gen- 
eral practitioner provides that for any service rendered, 
the fee for which is $10.00 or less, he is paid in full; 
other fees are paid on a pro rata basis. The unit sys- 
tem of comparing relative procedures in monetary value 
has been employed. The whole matter of tariff is in 
the hands of the profession. 


SASKATCHEWAN HEALTH INSURANCE ACT 


192. On March 31st, 1944, the Saskatchewan Health 
Insurance Act, 1944, was given first and second readings 
and assented to on closing day, April Ist. This Act 
sets up 2 Health Insurance Commission of indeterminate 
size to be appointed by the Lieutenant-Governor in 
Council. No mention is made of the groups to be drawn 
from but the Deputy Minister of Health shall ex officio 
be a member. The Commission shall investigate condi- 
tions throughout the province, recommend public health 
and health insurance ‘‘Regions’’, make tentative ar- 
rangements with hospital boards and professional bodies 
and advise the Minister respecting the manner of sup- 
plying benefits, estimated costs, method of remuneration 
and the financing of the plan. 


193. Benefits shall be: (a) Medical, surgical and 
obstetrical; (b) dental; (c) pharmaceutical; (d) hos- 
pital; and (¢€) nursing. Special and technical pro- 
cedures and ancillary services shall be as prescribed by 
the Commission. 


194. The hasty passage of this measure at the end of 
the session was vigorously protested by the Saskatche- 
wan medical profession. Protest was registered also 
against the lack of provision for representation of 
groups concerned on the Commission, lack of requirement 
that the Chairman of the Commission be a doctor and 
failure to provide for representative advisory commit- 
tees. A deputation from the Health Insurance Com- 
mittee had protested on the evening of March 31st and 
saw the Honourable Minister the next morning. The 
Minister stated that, as the profession had made repre- 
sentation to the Select Committee of the Legislature 
last year and later to the Cronkite Reconstruction Coun- 
cil (March 9th, 1944), these briefs had been considered 
as the representations of the profession. Moreover, he 
considered the present measure to be an innocuous one 
as it was merely an initiating or enabling one, the Com- 
mission to enquire into and’ make arrangements for a 
health insurance plan. Despite this explanation the 
Committee was of the opinion that it should have had 
some warning and was entitled to representation on this 
Commission. The new Act as worded can place the 
medical and other healing professions definitely under 
bureaucratic control, as in the Ontario Act. 


MATERNITY ACT IN ALBERTA 


195. The provisions of the Maternity Hospitalization 
Act in Alberta became operative on April Ist. Free 
maternity hospital care for up to 12 days is provided 
for women who have been residents of the province for 
12 consecutive months out of the 24 immediately pre- 
ceding admission. Patients may obtain other than gen- 
eral ward care by paying the difference in charges. 
Last year there were approximately 18,000 births in 
Alberta. 


SPECIAL STUDIES 


196. Last autumn the Nucleus Committee drew up a 
number of studies which were recommended as a basis 
for study by the various Divisional Committees. Some 
of these studies were assigned to all Divisional Com- 
mittees and others were assigned to two or three Divi- 
sions for special study to simplify the work of the study 
committees. In most instances replies received would 
indicate that the Divisional Committees have found it 
necessary to take more time to complete their studies. 
Some comments however may be taken from the replies 
received to indicate the trend of thought of these com- 
mittees. 


1. REMUNERATION 


197. Methods of remuneration and tariff schedules are 
of such importance, both to the physicians themselves 
and to those concerned with the financial aspects of the 
proposal, that a special sub-committee was set up, under 
the chairmanship of Dr. G. F. Strong of Vancouver, to 
make a study of this subject. This sub-committee has 
submitted the following report: 


REPORT OF SUB-COMMITTEE ON ECONOMICS 


198. ‘‘The Nucleus of this Sub-Committee in Vancouver 
has spent many hours on the study of this subject. We 
have had opinions and advice from corresponding mem- 
bers in most of the other provinces. The work, natural- 
ly, falls into two sections: first, a review of the present 
medical fee situation in Canada, and second, some 
thoughts regarding the method of remuneration of doc- 
tors under any proposed Health Insurance. Two of our 
corresponding members have recommended that an at- 
tempt be made to establish a uniform fee schedule across 
the whole of the Dominion. This aspect of the subject 
has been given careful study by the Nucleus Committee. 


1. Present Medical Fee Situation in Canada 


199. ‘‘The schedule of regular medical fees and of 
Compensation Board fees in all the provinces of Canada, 
with the exception of Prince Edward Island, have been 
studied and compared and certain conclusions have been 
reached. In general, medical charges are highest in the 
West and lowest in the Maritime provinces. Manitoba 
tops all provinces in fees, and is closely followed by 
British Columbia, which is very similar to Ontario. It 


_is probable that one reason for the difference between 


the West and the East is to be found in the relatively 
lower expenses of physicians in the Maritimes where 
offices are usually in the homes and where distances to 
patients are not so great. There is also an apparent 
difference in the actual cost of living. It would appear 
that there will continue to be higher charges as a rule 
in the Western provinces. 


200. ‘‘If the various charges are examined separately 
it is found that in general routine minor procedures, 
such as, office consultations, home visits, mileage and 
so forth, British Columbia allows the highest fees, while 
in major work, such as, surgery, obstetrics and gyn#- 
cology, orthopedics, Manitoba leads in charges In only 
one branch of major surgery is British Columbia highest, 
and that is in genito-urinary work. In orthopedics 


British Columbia is lower than both Ontario and Quebec. 
Incidentally, British Columbia is the only province that 
allows a fee of $150.00 for all types of appendectomy. 
The drop in fees in New Brunswick and Nova Scotia is 
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very noticeable. 
sultations and house visits and $25.00 for normal 
obstetrical cases, which is the same as in Quebec, 
while Manitoba charges $50.00, with an additional 
$10.00 or $15.00 for anything not absolutely normal. 


$2.00 is still the charge for office con- 


201. ‘‘A table of twenty-seven procedures has been 
prepared, showing charges for each in the eight prov- 
inces from which we have information. These pro- 
cedures were selected, first, in order to cover certain 
common things about which information was desired; 
second, to show that in some procedures there is some 
uniformity in fee; and third, to illustrate the fact 
that in other procedures there is the greatest disparity. 
(See attached table.) 


202. ‘‘The Workmen’s Compensation fees have been 
compared and are found to vary from East to West 
much as the ordinary fees. Generally, British Colum- 
bia is highest and the Maritimes lowest. In home 
visits, subsequent visits, night visits and mileage 
British Columbia is highest as it is in nearly all minor 
procedures such as, removal of foreign body from the 
eye ($5.00 allowed in British Columbia compared to 
$2.00 in all other provinces) and aspiration of bursa 
($5.00 allowed in British Columbia as compared to 
$3.00 elsewhere). One Compensation Board fee in 
British Columbia is lowest in Canada—$50.00 for ex- 
ploratory laparotomy for which $75.00 or $100.00 is 
allowed in all of the other provinces. Fractures are 
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about the same across Canada, except slightly higher 
in Manitoba and definitely lower in New Brunswick 
and Nova Scotia. Dislocations are poorly paid in 
these two provinces, as are amputations. 


203. ‘‘Conclusions drawn from these comparisons of 
fees are that there will be many difficulties in arrang- 
ing one schedule which would be satisfactory to all 
provinces. In Nova Scotia the fee allowed for complete 
obstetrical care, including pre- and post-natal care, 
is still $25.00; while $100.00 is allowed for simple 
herniotomy and appendectomy. This does not appear 
a proper relationship for the skill and amount of 
medical care required. In general, it would seem that 
there is an over-emphasis on surgery, and not enough 
consideration given to skilled medical work. The 
value of the first examination should be recognized 
and the fee proportionately raised. The value of 
medical care where special skill is involved should 
not be based on a charge per visit. 


204. ‘‘In view of the facts set out above, this Com- 
mittee feels that it is out of the question to attempt 
to have one schedule of fees for the whole of the 
Dominion. We are strongly of the opinion, however, 
that there should be uniformity in the relative value 
of medical services. To illustrate, we feel that the 
relation between the charge for a normal obstetrical 
case and the charge for a simple appendectomy should 
be altered to take into consideration the skill and 


A COMPARISON OF TYPICAL CHARGES UNDER PROVINCIAL TARIFFS 
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206. GENERAL 
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207. GENERAL SURGERY 









5. Exploratory laparotomy...| $100 $100 
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208. OBSTETRICS AND GYNEZCOLOGY 
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210. FRACTURES 
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medical care required, and the relative values should 
be the same in every province. To this end the fol- 
lowing resolution was passed:— 


‘*A schedule of fees that could be used as a basis 
for payment of doctors in any part of Canada 
should be based on a unit system. This schedule 
would relate only to the relative value of fees— 
expressed in terms of a unit—and not expressed 
in dollars. Appendectomy, for example, would 
have a certain set relation to a maternity case. 
The practitioners of each province could then 
decide the value in dollars of one unit. This 
value would vary across Canada and be deter- 
mined by such factors as the cost of medical 
practice and the general cost of living in each 
province. ’’ 


‘‘Your Committee would recommend that this sub- 
ject be given further study. 


2. Method of Remuneration of Doctors under Health 
Insurance 


205. ‘‘As can be imagined this subject was given a 
very great deal of consideration. Although opinion in 
this regard was available from only a few of our 
corresponding members, there was unanimity only as 
to the fact that we are not in favour of a salaried 
system for all. In other words, we are opposed to 
State Medicine. It is recognized, of course, that the 
salaried services that now exist are satisfactory in 
principle, but the salaries are usually much too low. 
It is also recognized that in sparsely settled areas a 
salary, or partial salary, may be required. Your Sub- 
Committee came to the conclusion that the question of 
the method of remuneration of doctors under Health 
Insurance must still be left to the decision of repre- 
sentatives of organized Medicine in each individual 
province, and we are not prepared to make any further 
recommendation at this time. 


All of which is respectfully submitted. 


G. F. STRONG, 
Chairman, Sub-Committee.’’ 
(See Table of Provincial Tariffs) 


212. An excellent analysis of the factors involved in 
the determination of methods and amount of payment 
has been submitted to the Health Insurance Committee 
of the College of Physicians and Surgeons of Saskatche- 
wan by a sub-committee under Dr. J. A. Valens. This 
provincial report has been forwarded to Dr. Strong’s 
committee. 


2. SPECIALISTS 


213. The Committee on Economics has given consider- 
able study to the place of the specialist in any future 
plan of health insurance. Many inquiries are being 
raised as to whether specialists in certain fields should 
register only as specialists or should be permitted to 
see patients as general practitioners as well. This broad 
question was referred to the Royal College of Physicians 
and Surgeons of Canada for an opinion and in February 
the President, Dr. Frank S. Patch, furnished us with 
the following statement from the Committee on Certifi- 
cation of Specialists, subject to the approval of the 
Royal College: 


‘*Tt is the opinion of the Committee that specialists 
may register as specialists and as general prac- 


~ titioners. A specialist may elect not to practise 
under the plan. 


‘*For patients seen directly the specialist may collect 
general practitioner rates, or, if he wishes, insist 
(in addition) on the patient paying the difference 
between this and his regular fee. 

‘‘Tf the specialist does not exact a higher fee as a 
specialist he enters into competition with the gen- 
eral practitioner and will likely lose the good will 
of the practitioner. 
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‘*The capitation fee for general practice will be to 
the advantage of the specialist in that patients 
requiring specialist advice will be referred more 
freely.’’ 


214. A limited number of replies from the Ontario 
Division would indicate majority disapproval of the 
registration by specialists both as a general practitioner 
and as a specialist. Other Divisions have not replied 
to this question. 


215. Certification of specialists. The Royal College of 
Physicians and Surgeons of Canada is making excellent 
progress, we are informed, in the certification of spe- 
cialists in a number of special fields. The suggestion 
was made to that body by the~Nucleus Committee that 
it would be desirable to have the list of certified spe- 
cialists in each province registered as such with the 
licensing body of that province. This is particularly 
desirable as the actual operation of the measure and 
the payment of specialists would take place in the 
province. In this connection the Committee on Certifi- 
cation of the Royal College has replied: 


‘‘The registration of certified specialists with the 
provincial bodies is highly desirable. The Royal 
College will gladly furnish to the licensing bodies 
its register of certified specialists if so requested.’’ 


Related to this arrangement is the recent amend- 
ment to the Ontario Medical Act which would permit 
the College of Physicians and Surgeons of Ontario to 
set up classifications of specialists. The essential clause 
in the amendment is as follows: 


‘*The Council may make regulations providing for a 
system of classification of legally qualified medical 
practitioners who because of special training or 
qualifications are specialists in any branch of 
medicine, surgery or midwifery.’’ 

In the discussion on ‘‘ Certification of Specialists’’, 
Dr. H. 8. Everett of St. Stephen, N.B., presented the 
following memorandum: 

Although the majority of us are general practi- 
tioners, we, as members of General Council, are more or 
less assured of our professional and economic status. 
If we had not earned the respect and liking of our col- 
leagues they would not have sent us here, and if we 
had not built up good practices we would not be able 
to come. But we must remember that we represent 
the whole profession and that it is our duty to see that 
nothing is introduced under Health Insurance that will 
work to the disadvantage of any member, or cause dis- 
satisfaction even to a minority, thereby weakening the 
unity of our Association. Health Insurance will in- 
evitably bring us all plenty of grief without our adding 
to it. 

Bearing this in mind I submit that the proposed 
method of certification of specialists, especially in 
surgery, is most unfair and undemocratic. The manner 
in which it is being carried out could hardly make it 
otherwise. In New Brunswick one. man has been asked 
by the Royal College of Physicians and Surgeons of 
Canada to submit the names of those who are competent 
to do surgery. At this request of his College, by con- 
sulting with members of the profession all over the 
province, he has done his best in a difficult task. But 
why should one man (or even a group of men) be asked . 
to do this? How can he know or find out (except by 
hearsay) who are doing competent surgery without 
spending months watching operations, going through 
ease histories, noting mortality rates, etc. Nor can the 
yardstick of amount of work done or years of practice 
be applied equitably for obvious reasons. Nor can we 
overlook those at present in the services whose interests 
must be protected. 

The profession in Canada today is licensed to 
practise both medicine and surgery and only in com- 
paratively rare instances have we members who are so 
professionally immoral as to attempt without adequate 
and helpful assistance, surgical work they are incom- 
petent to do. The practice of medicine and surgery 
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should not be interfered with by us and yet, if Health 
Insurance were to come into being tomorrow under the 
present draft bill, only 58 of the 236 members of the 
profession in New Brunswick would be paid for doing 
any major surgery. What would the other 178 think of 
that? In addition, making it still more unfair, those 
certified as specialists are to be paid for any General 
Practitioner work they may choose to do. In other 
words ‘‘get all the cream and as much of the top milk 
as they want’’. Gentlemen, this is all very wrong. 
Where is our vaunted unity leading us? We have talked 
it and preached it and know that only in unity can we 
hope to survive economically and yet here is something 
that will cause more disunity and ill-feeling among our- 
selves than anything I can think of. The men who are 
competent and professionally honest, who have not been 
certified (and there are many) will feel, and rightly 
so, that they have been ‘‘sold down the river’’. Surely 
our Association never meant that any members of our 
profession should be deprived of the most remunerative 
part of their living. 


The argument is that the standard of surgery 
should be raised in Canada. So it should, and also the 
standard of obstetrics, medicine, pediatrics, ortho- 
pedics, ete. An incompetent surgeon maims or kills 
quicker, but no more surely, than one who does accouch- 
ment foreé in eclampsia or fails to recognize the signs 
of diabetic acidosis. 


I contend that certification as to competency should 
be done by licensing boards and apply only to future 
graduates and let the draft bill speak of consultants only 
who may be called in for difficult cases. Let those who 
are doing surgery now (including tonsillectomies) con- 
tinue to do so. In the smaller centres it is the differ- 
ence between a bare living and a decent income. In the 
larger cities the problem is handled by the regulations 
of hospital membership. It resolves itself into a question 
of professional honesty and we can say with pride that 
in the great majority of cases our patients’ trust in us 
is ‘‘well founded’’, Mr. Chairman, I repeat, this certi- 
fication of surgical specialists is a very bad and unfair 
thing and will be the cause of great disunity. 


In reference to Dr. Everett’s remarks, Dr. Frank 
S. Patch, President of the Royal College of Physicians 
and Surgeons of Canada, had the following to say: 


The question of certification of specialists was 
first taken up by the C.M.A. after which they ap- 
proached other organizations in Canada, including 
licensing bodies. None of these bodies were willing to 
undertake the licensing of specialists. Consequently, 
the Royal College was asked to do so. With some re- 
luctance, the Royal College embarked upon the task. 
At the outset, the College only undertook the certifica- 
tion of certain specialties such as Urology, Ophthal- 
mology, Otolaryngology, Dermatology. The problem of 
certifying General Surgery, Internal Medicine, Obstetrics 
and Gynecology is now under consideration. In the 
future, all certification will be by examination. At the 
outset, one recognizes that there are many men who by 
virtue of practice are entitled to certification so the 
College has decided that, for an indefinite period they 
will admit men who, for a period of years, have been 
successful in certain lines. At the meeting of the 
Council of the Royal College this week it will be de- 
cided to send out a letter to every practitioner in Canada 
who has been in practice more than five years, asking 
him to apply for certification. It is hoped that the 
replies received will enable the College to overcome some 
of the difficulties. The Committees which will deal with 
the subfect are fully representative of the profession in 


each province, and are not confined to Fellows of the 
College. 


216. Tuberculosis and Psychiatry. Doctors doing in- 
stitutional work in either of these fields and meeting 
specified qualifications, should, in the opinion of the 
Saskatchewan C.P.S. Committee be classified as spe- 
cialists and remunerated accordingly. 


217. Pediatricians. A comprehensive memorandum was 
submitted to the Health Insurance Committee by the 
Canadian Society for the Study of Diseases of Children. 
This statement requested that patients be allowed to 
consult the pediatrician directly, that the age limit be 
considered as eighteen years, that for patients seen 
in consultation the fee for service would seem advisable, 
but that for patients seen directly the method should be 
deferred for further discussion. Tables of minimum 
medical care for healthy children were submitted. Later 
the Manitoba branch of the C.S.S.D.C. submitted a 
memorandum prepared by its members. This memo- 
randum stressed the place of the pediatrist as both a 
practitioner and a consultant. ‘‘To do away with the 
pediatrist or to limit him to the status of consultant 
must, we believe, result in a lower level of teaching in 
this field.’’ The three most obvious future developments 
in pediatrics are: (1) the extension of measures for 
the prevention and control of infections; (2) a more 
accurate knowledge of nutrition; (3) what, for lack 
of a better term is called ‘‘child psychiatry’’. There 
is need for long term studies of growth and development 
both physical and mental. The cultivation of these 
newly broken fields will require specially trained 
physicians. 

Both memoranda submitted evidence that centres 
with pediatrists have shown a greater reduction in 
infant mortality than centres without a pediatrist. The 
first memorandum compared the changes in infant mor- 
tality in a number of Ontario cities selected at random, 
comparing 1925 with 1941: 


Infant Mortality 
per thousand 
1925 


Reduction 
1941 Percentage 
9 Ontario cities 
with pediatricians ... 
8 Ontario cities 
without a pediatrician 68.8 


79.7 40.7 48.9% 


62.9 8.5%* 
*If Fort William, which 
had an unusually high 
mortality, be omitted, 
the figures would be as 


follows 53.9 21.5% 


The Manitoba memorandum covered both cities and 
towns in the three prairie provinces, but averaged groups 
of years. Taking the centres of 10,000 only for pur- 
poses of comparison with the Ontario tables above, the 
figures are as follows: 


Infant Mortality 
per thousand Reduction 
1926-30 1936-40 Percentage 
6 Prairie cities 


with pediatricians ... 68.0 38.3 43.7% 
5 Prairie cities 
without a pediatrician 73.0 48.0 34.2% 


The Saskatchewan C.P.S. Health Insurance Com- 
mittee has advised that pediatricians and internists 
with associated x-ray and laboratory facilities might 
provide consultant service (on a salary basis) to gen- 
eral practitioners in those areas. 


Following discussion on this section of the 
report, the following resolution was duly moved, 
seconded and carried. 

Whereas this General Council has received 

a pediatric brief from the Canadian Society 

for the Study of Diseases of Children and 

also one from the pediatricians of Manitoba, it 
is recommended that the Canadian Society for 
the Study of Diseases of Children be re- 
quested to obtain the considered views of the 
pediatricians throughout Canada and present 
these views at a later date to the Executive 
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Committee of the C.M.A. It is also recom- 
mended that this communication should con- 
tain statistical tables on infant mortality and 
other statistics concerning child welfare from 
communities being served by pediatricians 
and districts not so served. 


3. FINANCIAL CLAUSES 


218. In November, on the authority of the Executive 
Committee, Mr. H. H. Wolfenden, F.ILA., F.A.S., F.S.8., 
was asked by the General Secretary to undertake an 
actuarial examination of the draft Health Insurance 
Bill under consideration at Ottawa. However as certain 
changes in the financial proposals were being considered, 
Mr. Wolfenden did not make a report at that time, but 
submitted a preliminary study to the Executive Com- 
mittee in March. He has now given us a further study 
of the revised proposals and this submission is included 
in the form of an Addendum to this report. The points 
raised by Mr. Wolfenden are well-worthy of careful 
consideration by Council. 


4. OTHER STUDIES 


Selection of Medical Students 


219. The committee in Ontario has recommended that 
the basis of selection of medical students be a matter 
of joint decision by the faculty concerned, the licensing 
body and the C.M.A. Division in that province. 


Assignment of Recent Licentiates 


220. Summarizing replies from the same province, it 
would appear that some advisory body or placement 
bureau is needed, with the strong opinion held that 
recent licentiates be required to serve a reasonable 
period of time in rural areas if necessary, on a sub- 
sidized basis. 


Transfer of Doctors 


221. The best opinion on this point would seem to be 
the factual evidence and recommendations of the Na- 
tional Health Survey made under the auspices of the 
Canadian Medical Procurement and Assignment Board. 


Pensions 


222. The question was raised by the Nucleus Committee 
as to whether or not this is a vital problem today. 
What percentage of our men are financially embarrassed 
in old age? Is there a need for a pension fund? Is 
it possible to work out a plan which would include the 
present senior members? 


223. It was the opinion of the Nucleus Committee that 
this is hardly part of a health insurance scheme proper 
but should be considered as part of a program of 
social security for the medical profession. In British 
Columbia the study committee had accumulated a good 
deal of related material before the war. The present 
committee in that province has again considered this 
subject and has reported in favour of a pension fund 
for doctors and, if possible, for needy dependents. 
Further study with analysis of actuarial factors should 
be continued. 


Upper Income Limit 


224. There seems to be a diversity of opinion in the 
profession as to whether there should be an upper income 
limit, but the provinces have not sent in definite word 
to the Nucleus. The majority of opinion as obtained 
from various sources seems to favour no upper income 
level. 


Regions 


225. Divisions were asked to give their opinions regard- 
ing size and nature of administrative regions. Replies 
received indicate such lack of uniformity that further 
study would seem indicated. 
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Population per Doctor 


226. The estimates given by various local societies and 
individuals, received largely from Ontario, varied so 
widely that further study and estimates from other parts 
of Canada would seem desirable before publishing any 
average figures. 


Suburban and Rural Practice 


227. The gist of the Ontario opinion favoured the 
establishing of Community Health Centres in suburban 
and rural areas where such was possible. 


Ancillary Services 


228. The provision of x-ray and laboratory facilities 
and other ancillary services was generally agreed to be 
needed, but further study would be necessary to indicate 
the sizé of community required for various types of 
services. 


Income Required 


229. The Ontario Committee has reported preliminary 
studies of the amount of income required to compensate 
for cost of education and outlay necessary to start prac- 
tice and to meet ordinary expenses and provide for 
sickness and old age. Estimates received, again largely 
from individuals or local societies, varied too widely to 
permit generalization at this time. It is noted, however, 
that the committee in Saskatchewan in suggesting 
schedules for those doctors on salary, suggested the 
following to the Cronkite Reconstruction Council: 


Public Health—$6,000 to $10,000. 

Tb. Sanatoria—up to $8,000 if qualified as a 
specialist. 

Mental Hospitals—same as above. 

Cancer Clinics—same as above. 

Municipal doctors—minimum of $6,000 for gen- 
eral practitioner service only. Services over 
and above this to be paid on basis of fee for 
service. 


5. A SUGGESTION FOR A HEALTH INSURANCE SCHEME 


230. Dr. Hugh D. Logan, Chairman of the Committee 
on Economics in Ontario, has outlined a suggested pro- 
vincial basis of health insurance based on a unit set-up. 
This is here given for the information of the Council: 
1. Free choice of doctor by patient. 
2. Free choice of patient by doctor. 
3. Some form of identification card to be supplied’ 
to patient. 
. Service to be on a fee-for-service basis by gen- 
eral practitioner. ; 
. Service to be on a salary basis for specialists. 
. A specialist is one designated as such by the 
Royal College of Physicians and Surgeons of 
Canada. 
. Province is to be divided into Units and Regions... 
. A Unit is to be one of 25,000 population. 
. A region is to be one of 4 units. 
. Organization of a Unit: 
(a) 25 General Practitioners. 
(b) 2 General Surgeons. 
(c) 2 Anesthetists. 
(d) 1 Internist. 
(€) 1 Eye Surgeon. 
(f) 1 Ear, Nose, and Throat Surgeon. 
. Attached to each 2 Units: 
(a) Obstetrician. 
(b) Pediatrician. 
(c) Radiologist. 
(d) Pathologist. 
(€) Urologist. 
(f) Psychiatrist. 
(g) Physiotherapist. 
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12. Attached to each 4 Units: 
(a) Orthopedic Surgeon. 
13. Attached to each 8 Units: 


(a) Brain Surgeon. 

(0) Plastic Surgeon. 

(c) Chest Surgeon. 

(d) Neurologist. 

(€) Public Health Consultant. 
(f) Dermatologist. 


14. Accounts: 


(a) Case records to be kept for each patient. 

(b) Accounts to be rendered monthly—by the 
10th of following month. 

(c) Accounts to be rendered on a simplified 
eard—card to be suitable for I.B.M. for 
statistical purposes. 


(d) Tariff to be uniform throughout province— 
no distinction between any Districts—only 
between Rural and Urban. 


(e) Tariff to be based on present O.M.A. 
Schedule of fees, probably 75% of present 
tariff. 


(f) No dispensing allowed where pharmacist 
service available. 


(g) Tariff of dispensing doctors to be worked 
out. 


(h) Limitation of use of higher priced prepara- 
tions by all doctors. 


(i) Formula taxation of all accounts. 


(j) Appeal Board for doctors to be set up— 
preferably by O.M.A. 


15. Regional Administration: 


(a) Medical 
Each Region to have a Regional Medical 
Officer (full-time) with adequate clerical 
assistance. 


(b) Other. 


PuBLic RELATIONS 


231. In December the General Secretary was invited 
by the C.B.C. to participate in two nationally broadcast 
debates on health insurance on successive ‘‘ Farm 
Forum’’ nights. Dr. Routley debated the subject with 
a representative of the Canadian Federation of Agricul- 
ture and a representative of Labour. Hundreds of dis- 
cussion groups throughout the country meet on these 
Tuesday nights and base their discussions upon the 
radio broadcasts and literature supplied to them in 
advance. Dr. Routley is to be congratulated upon his 
very able and spirited presentation of the medical at- 
titude toward health insurance. 


232. A study of the various memoranda presented to 
the Social Security Committee reveals many criticisms 
and suspicions respecting the medical profession. State- 
ments were made by spokesmen for the healing cults, 
particularly with respect to their qualifications, which 
were misleading and confusing to the parliamentary 
committee. The Nucleus Committee has asked the 
Divisional Committees to review these statements and 
criticisms and assist in the assembly of facts and in the 
enlightenment of the public. In this connection the 
profession in Saskatchewan has embarked upon a very 
helpful program of public education which should bear 
considerable fruit. 


233. For some time the committee has been endeavour- 
ing to make arrangements for the conduct of a public 
relations program which would place the position of 
the medical profession more clearly before the public. 
Up to the time of writing this report it has not been 
possible to effect satisfactory arrangements. The addi- 
tion of Miss Norma Mortimer, B.A., to our staff has 
been a tremendous help with our office work, but further 
additions, difficult to effect at the present time, will be 
necessary. 


HEALTH PLANS UNDER DISCUSSION 
1. IN CANADA 
C.C.F. Health Plan 


234. The C.C.F. program, as a whole, is described by 
that party as a plan for a collectivist organization of 
society on a democratic basis and ‘‘it is very clearly to 
be distinguished from a capitalist society, which is 
partially collectivist and partially democratic. It is also 
to be distinguished from totalitarian society, which is 
very much collectivist, but not in the least democratic’’. 


235. As part of this general program, a plan for re- 
organizing health services has been drawn up by the 


C.C.F. Health Planning Committee. They begin by . 


pointing out firstly, the financial difficulty encountered 
by a family at the time of serious illness, and secondly, 
that health facilities and personnel are not distributed 
according to medical needs but rather on an economic 
basis. Attention is also drawn to certain conditions 
affecting the medical practitioner especially excessive 
hours of work, insufficient holidays, lack of time for 
post-graduate study and the absence of a pension fund 
for all doctors. 


236. The C.C.F. Planning Committee has taken as its 
models the Russian system of health services, and the 
report of the B.M.A. Medical Planning Commission. 
Conforming with the former, the C.C.F. Committee en- 
dorses the ruling that doctors should receive remunera- 
tion equalled only by the professional engineers and 
surpassed by none, and that they have charge of all of 
the technical aspects of all health work, and supervise 
every phase of community life which affects the health 
of the people. From the B.M.A. report, the C.C.F. 
Committee accepts the principle that the official medical 
services should work closely in partnership with the 
general practitioner. It is proposed that there be estab- 
lished ‘‘health centres’’ similar in character to the 
proposed B.M.A. dispensaries. In these centres would 
be housed the general practitioners for a given area, 
with all diagnostic and therapeutic equipment, secretarial 
assistance, and ancillary services. The offices of some 
of the consultants and specialists might also be in these 
centres, depending upon the type of district and the 
proximity to a general hospital. 


237. In urban areas, each health centre would have 
offices for twelve general practitioners and would serve 
approximately ten thousand people. Each group of from 
ten to fifteen health centres would be affiliated with a 
general hospital staffed by consultants and specialists. 
The health centres would be in charge of the preventive 
and curative work for their districts, including health 
education. Subject to a maximum for each doctor, the 
patient would have free choice of the practitioners in 
any health centre within a reasonable distance. The 
consultants would be chosen by the general practitioners 
and the patients jointly. 


238. Eventually and unlike the B.M.A. proposal, it is 
planned that all doctors would be paid by salary but, 
at the outset, it is intended that the doctor would 
receive a basic salary computed on experience and 
ability. This salary would be augmented by capitation 
fees. It is suggested that consultants and specialists 
would be paid a basic salary plus fees for services. 


239. The general administration would be under a 
group appointed by those giving and those receiving the 
services. The government would reserve the power to 
veto appointments, but not to make them. The purely 
technical and scientific aspects of health services would 
be entirely under the control of a professional body. 
It is presumed that the funds for health services would 
be raised, not by individual contributions, but through 
general taxation. 


Miss Whitton’s Proposals 


240. Of interest to Council will be the proposals for 
social security by Miss Charlotte Whitton who made a 
study, published under the title The Dawn of Ampler 
Life, at the request of the Hon. John Bracken, pre- 
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sumably on behalf of the Progressive Conservative 
party. 

241. Miss Whitton recommends a broad program of 
social security measures which she terms ‘‘income in- 
surance’’ to differentiate it from traditional social 
insurance. This would cover all persons with incomes 
above a selected minimum income tax level and would 
protect such individuals and their dependents against 
income loss due to unemployment, illness, business or crop 
failure, permanent disability, old age or death. She calls 
her plan ‘‘practically a compulsory savings or reserves 
plan’’. The scheme would be financed by an income-tax 
levy on insured persons, with possibly some contribution 
from general tax funds. Flat-rate benefits would be 
granted, 40% of the minimum income being proposed 
in the case of retirement, permanent disability or other 
permanent income loss, and 50% in the case of sickness 
or other cause of temporary loss. 


242. With respect to medical care Miss Whitton is very 
critical of health insurance. She proposes a system of 
state medicine ‘‘broadly comparable to the provision of 
public education’’, which would be operated as a ‘‘ social 
utility’’. She feels, therefore, that it is to our ad- 
vantage that we have not yet adopted a contributory 
compulsory insurance plan. She would place health 
services under provincial jurisdiction and organized 
under the provincial departments of health. ‘‘The foci 
of such generalized health care and services would be 
the public health departments, provincial and municipal, 
for general functions of health protection and education, 
with the hospitals and clinics and associated visiting 
nurse services the radii of service in the urban centre.’’ 
Miss Whitton admits that direct contributions have 
merit. ‘‘The value of the sense of participation and 
provision inherent in the direct contribution, is an ele- 
ment worth preserving in a free society, where enterprise 
and responsibility are of its very amalgam.’’ Never- 
theless she feels it desirable that the basis of financing 
be general taxation without contributions. Although 
stating that doctors would be on full-time salary in rural 
practice, Miss Whitton does not clearly state that such 
would be the arrangement in urban areas although that 
is the obvious inference. 


2. IN GREAT BRITAIN 
The White Paper 


243. The so-called ‘‘ White Paper’’, an outline of a 
comprehensive ‘‘ National Health Service’’ for Great 
Britain was presented to Parliament by the Minister of 
Health in February. Being a government measure, this 
proposal has received wide notice and already has 
aroused considerable difference of opinion, particularly 
as it would place control under the Minister of Health. 


The following summary has been condensed from 
one prepared by Dr. A. E. Archer: 


244. 1. General Practitioner Medical Service 


The family doctor is the first line of defence in 
the fight for good health—as a rule he will be consulted 
first and through him access will be had to others. 
Necessary services such as specialists, consultants, hos- 
pital care, are included. There would be free choice 
of doctor. 


245. 2. Developments which may be anticipated: 


a. Group Practice. Group practice must be in the 
forefront of the planning for National Health Services, 
but this ‘‘cannot represent the whole shape of the 
future’’. Any such development will take time—and 
for some time and in some districts there will be in- 
dividual practice. It is necessary, therefore, to plan for 
a combination of group practice and separate practice. 

b. Health Centres. It is planned to give full scope 
to the development not only of group practice but also 
to a full Health Centre System. 

It is planned to have Health Centres set up under 
a plan which requires action by local authorities as to 
location, size of district, size of group premises, etc. 





c, Separate Practice. A doctor in ‘‘separate prac- 
tice’’ will engage himself to provide ordinary medical 
care and treatment to all persons and families accepted 
by him, under the new arrangements—but he will be 
backed by the new organized service of consultants, spe- 
cialists, hospitals, laboratories and clinics of which he 
will be enabled and expected to make full use. 


d. Distribution. To secure a proper distribution 
of medical personnel, some regulations controlling new 
entrants into any practice will be necessary. 


e. Central Medical Board. A Central Medical 
Board, the ‘‘employer’’, will be established. 

The General Practitioner service will be centrally 
organized. ‘‘As the doctors will be remunerated from 
public funds the Minister himself must be ultimately 
responsible for this central administration’’, but he 
will appoint for this purpose the Central Medical Board, 
the ‘‘employer’’. 

In the case of Health Centres, the ‘‘local authori- 
ty’’ ‘‘sets up’’ the Health Centre and must have a 
voice in its operation. 

The Board will also watch over the general dis- 
tribution of public medical practices. In ‘‘separate’’ 
practices the Board must consent before a vacant prac- 
tice is filled or a new one established. In Health Centre 
practice, the centre will be the agency through which 
new doctors are introduced. 

The Board is to be a small body with a few full 
time members and the rest part time. Since the Min- 
ister is responsible for the service, the Board will be 
appointed by him, but all appointments will be made in 
close consultation with the profession. 


f. Remuneration and Terms of. Service. These 
are matters for diseussion with the medical profession. 
The Government, however, suggests that it would be 
easiest to put all on salary, but admits that this is 
‘*highly controversial’’. 

In a Health Centre, these doctors ‘‘should not be 
in competition’’, therefore the capitation system is in- 
appropriate and they propose that these men should be 
on salary, or some basis other than capitation. This 
would apply also, probably, to doctors in group prao- 
tice. Normally in the case of the separate doctor, the 
capitation system would apply, with careful regulation 
of the size of the panel. 


In any system, ‘‘the substantial issue will be to 
decide what is, on ordinary professional standards, a 
reasonable and proper remuneration for the whole time 
doctor engaged in a public service’’. 


g. Prwate Practice may be Retained. They hope 
to get the majority of doctors to engage in the new 
service and therefore ‘‘it is not proposed to prohibit’’ 
any doctor who enters the service from also treating 
the private patients ‘‘who do not desire to take ad- 
vantage of the new public arrangements’’. If he wishes 
to —% this, he will have fewer public patients on his 
panel. 


h. Entry into Public Service. ‘‘There is a strong 
ease for and the Government proposes’’ that young 
doctors go through a short period as assistants to more 
experienced men. Also Government must be able ‘‘to 
require the young doctor during the early years of his 
career, to give full time to the public service, if the 
needs of the public service require this’’. 

As the new system is set up, there will be com- 
pensation for the sale value of practices in certain areas. 

Superannuation rights will be arranged in Health 
Centres. 

t. Drugs and Appliances. These will be supplied, 
but with perhaps some fee to the patient. 

j. Hospitals. ‘‘A fully organized system of Hos- 
pitals is the keystone of the National Health Service’’. 
This system must be complete and hospitals ‘‘ready of 
acecess’’. ‘*The Government proposals are based upon 


the fullest co-operation between the two hospital systems 
in one common service’’, 


There should be a planned 
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hospital service in each area. ‘‘To achieve this object 
and to remedy the present lack of coherence there is 
need for a single authority which has the duty to 
secure for that area a complete hospital service’’. 


Voluntary Hospitals: These should receive ‘‘cer- 
tain payments from the authority’’ in accordance with 
centrally determined scales, and ‘‘being less in amount 
than the total cost of the service rendered’’. There is 
no question of these hospitals surrendering their 
autonomy. 


Mental Hospitals: These create some difficulty 
but ‘‘despite the new difficulties the mental hospital 
service should be taken over by the new joint authority’’. 


Infectious Disease Hospitals: Should be taken 
over as a part of the plan. 

Routine inspection of hospitals ‘‘at not too fre- 
quent intervals’’ is provided for. 


k. Dental Service. Is highly desirable, and should 
be a full service, but there are not enough dentists at 
present. 


1. Administration. Must be under the Minister 
of Health, but only the general practitioner service will 
be centrally controlled. For the rest ‘‘there will be 
local responsibility with control at the centre’’. 
‘‘Though it is in the Minister of Health that the 
responsibility must rest, the government attaches great 
importance to ensuring that the service is shaped and 
operated in close association with professional and 
expert opinion.’’ 

‘*Set up by statute, at the side of the Minister, 
is a special professional and expert body to be called 
the Central Health Services Council’’. This body is 
advisory, while the Central Medical Board is an ‘‘ Execu- 
tive body responsible to the Minister’’. 

The Council will have the right to advise on ‘‘any 
matter within its province’’.: The Minister will be 
obliged to submit a report annually to parliament of the 
work of this Council. 


m. Consultants. This service is to be provided. 
‘*The government consider that a service of consultants 
can be best and most naturally based upon the Hos- 
pital services’’. 


‘‘The Hospital will itself enter into arrangements 
with the Consultants and specialists concerned’’. There 
is need for more consultants and for better distribution. 
(Apparently Hospital payments will include enough to 
provide for the services of consultants and specialists). 

Consultants might perhaps be associated with more 
than one hospital. They should be employed either on 
a full time or part time basis and there will be need for 
central control ‘‘to avoid competition’’. 


n. Child Welfare. Child Welfare is to be cared for 
by another department related to Education. 


0. Maternity. Maternity benefits must include 
arrangements for home nursing, midwifery and health 
visitors. 

p. Financial Arrangements. ‘‘The cost will fall 
mainly upon central and local public funds. It will be 
met partly by the ordinary process of central and local 
taxation and partly by an insurance contribution under 
whatever social insurance scheme may be in operation.’’ 
The estimated cost would be about £148,000,000 per 
annum, 


(See also Supplement to B.M.J., February 26, 1944). 


B.M.A. Plan 


246. The British Medical Association at the annual 
meeting of the Representative Body in September, 1943, 
set forth the main principles which should govern any 
future health services. A complete medical service with- 
out economic barriers was recommended with stress on 
improved environmental and social conditions. The state 
should not endeavour to convert the medical profession 
into a salaried state service. Free choice should be pre- 
served. The state should not invade the doctor-patient 
relationship. Every citizen should have the right to 





see a doctor privately. Remuneration should be based 
on the amount of work done or the responsibility under- 
taken. Consultants and specialists should normally be 
attached to a hospital. The central administrative struc- 
ture should be a corporate body concerned only with 
civilian health services, not a government department. 
A medical advisory committee representative of the pro- 
fession should be set up. Local administrative bodies 
should be representative of the community, the local 
medical profession and voluntary hospitals. All branches 
of medical practice should be regarded as a single serv- 
ice. Dependents should be covered and benefits include 
consultant, specialist, laboratory and hospital services. 
Experiments in methods of practice, such as group prac- 
tice and including health centres and general practitioner 
units attached to general hospitals should be initiated 
as a guide to the future. 


This body approved in general the recommenda- 
tions of the Medical Planning Research which had pro- 
posed inclusion of all persons earning £420 or less a 
year and their dependents. Health centres were sug- 
gested from which doctors, nurses and midwives would 
operate. Remuneration would be on a sliding basic 
salary with a capitation fee for each member of a doc- 
tor’s panel. Hospital services would be regionalized and 
specialists would receive whole-time or part-time salaries 
(except for private work done). 


Medical Planning Research 


247. ‘‘ Medical Planning Research’’, a group of anony- 
mous British doctors of not more than 21 years’ pro- 
fessional experience prepared a very sweeping report 
embodying a number of radical changes. All persons 
would be covered; there would be a graded social 
security tax of 8%-—10% of the income to provide for 
a wide range of social benefits; the central authority 
would be a corporate body, not a government depart- 
ment, with advisory committees; there would be free 
choice of doctor; health centres are advocated; doctors 
at health centres would have a graded basic salary, plus 
capitation fees, fees for special work and private fees; 
deductions would be made for pensions, sickness allow- 
ances, etc.; rural doctors would be affiliated with nearby 
health centres; hospital and specialist services would be 
included; specialists would be certified; hospital activi- 
ties would be co-ordinated; many hospitals would become 
‘*medical centres’’ providing diagnostic and special 
services; hospital appointments would be ‘‘advertised’’ 
and there would be uniform national scales of remunera- 
tion for staff doctors in all types of hospitals; the work 
of the M.O.H. would be extended and integrated with 
that of the medical practitioner. 


The cost would be about one billion pounds, of 
which 30% would be raised through insurance contribu- 
tions. 


248. The Socialist Medical Association would put all 
doctors and health workers in Great Britain on salary 
under the Ministry of Health. Health centres would 
provide all health care, the consultant services being 
provided by specialists on the hospital staffs. Hospitals 
would function as diagnostic centres. The plan would 
be financed by the state and would provide cash benefits 
during sickness and disability pensions. 


3. IN THE UNITED STATES 
A.M.A. Principles 


249. The American Medical Association, through its 
Council on Medical Service and Public Relations, has 
authorized the publication of the following statement 
of general policies respecting health insurance. These 
Principles are published here because of their interest 
as the considered thinking of our great sister Association. 

1. The Council on Medical Service and Public Re- 
lations recognizes the desirability of widespread distribu- 
tion of the benefits of medical science; it encourages 
evolution in the methods of administering medical care, 
subject to the basic principles necessary to the main- 
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tenance of scientific standards and the quality of the 
service rendered. 


It is not in the public interest that the removal of 
economic barriers to medical service should be utilized 
as a subterfuge to overturn the whole order of medical 
practice. Removal of economic barriers should be an 
object in itself. 


It is in the public interest that the standards of 
medical education be constantly raised, that medical re- 
search be constantly increased and that graduate and 
postgraduate medical education be energetically de- 
veloped. Curative medicine, preventive medicine, public 
health medicine, research medicine and medical educa- 
tion all are indispensable factors in promoting the health, 
comfort and happiness of the nation. 


2. The Council through its executive committee 
and secretary shall analyze proposed legislation affecting 
medical service. Its officers are instructed to provide 
advice to the various state medical organizations as 
well as to legislative committees concerning the effects 
of the proposed legislation. It shall likewise be the 
duty of its officers to offer constructive suggestions to 
bureaus and legislative committees on the subject of 
medical service. 


3. The Council approves the principle of voluntary 
hospital insurance programs but disapproves the in- 
clusion of medical services in those contracts for the 


reasons adopted by the House of Delegates at the 1943 
meeting. 


4. The Council approves voluntary prepayment 
medical service under the control of state and county 
medical societies in accordance with the principles 
adopted by the House of Delegates in 1938. The medi- 
eal profession has always been strongly opposed to 


compulsory health insurance because (1) it does not- 


reach the unemployed class, (2) it results in a bureau- 
cratic control of medicine and interposes a third party 
between the physician and the patient, (3) it results in 
mass medicine which is neither art nor science, (4) it 
is inordinately expensive and (5) regulations, red tape 
and interference render good medical care impossible. 
Propaganda to the contrary notwithstanding, organized 
medicine in general, and the American Medical Associa- 
tion in particular, have never opposed group medicine 
prepayment or group medical practice as such. The 
American Medical Association and the medical profes- 
sion as a whole have opposed any scheme which on the 
face of it renders good medical care impossible. That 
group medicine has not been opposed as such is evi- 
denced by the fact that there are many groups operat- 
ing in the United States which have the approval of the 
medical profession, and members of these groups are 
and have been officials in the national and state medical 
organizations. That group medicine is the Utopia for 
the whole population, however, is not probable. It may 
be and possibly is the answer for certain communities 
and certain industrial groups if the medical groups are 


so organized and operated as to deliver good medical 
care. 


5. The Council believes that many emergency 
measures now in force should cease following the end 
of hostilities. 


6. The Council believes that the medical profession 
should attempt to establish the most cordial relation- 
ships possible with allied professions. 


7. There is no official affiliation between the Ameri- 
can Medical Association and the National Physicians 
Committee. However, since it is the purpose of the 
National Physicians Committee to enlighten the public 
concerning contributions which American medicine has 
made and is making in behalf of the individual and the 
nation as a whole, it is the opinion of the Council that 
the medical profession may well support the activities 
of the National Physicians Committee and other organi- 
zations of like aims. 


8. American medicine and this Council owe a re- 
sponsibility to our colleagues who are making personal 
sacrifices to answer the call of the armed forces. There- 
fore the Council expresses the desire to co-operate with 
the medical committee on postwar planning in order to 
assist our colleagues in re-establishing themselves in the 
practice of medicine and in the preservation of the 
American system of medicine. 


Wagner-Murray-Dingell Bill 


250. So much controversy has arisen in the United 
States with respect to the Social Security Act amendment 
(S. 1161; HR. 2861) commonly, known as the Wagner- 
Murray-Dingell Bill, that it has seemed advisable to in- 
corporate a summary of this measure in this report. 


251. This measure would provide not only health in- 
surance, but also provide for old age, premature death, 
disability, unemployment and dependency. The measure 
would be a compulsory one and would apply to all per- 
sons on wage or salary, all self-employed individuals 
and to dependents of those insured. Government em- 
ployees and those on relief may be covered on a contract 
arrangement. Benefits would include general practi- 
tioner and specialist care, hospitalization, diagnostic 
services and appliances. Dentistry and home nursing 
would not be included at first. Patients may be re- 
quired to pay for the first visit of the general practi- 
tioner. There would be free choice of physicians and 
a listing of specialists. General practitioners would be 
paid (a) on a fee basis, (b) a percapita basis, (c) a 
salary basis, or (d) a combination of these bases. 
Specialists would be paid on the basis of salary, per 
session, fee for service, per capita, or other basis or 
combination. Participating hospitals would be listed 
and must meet certain standards. Hospitalization would 
be limited to thirty days in any year, subject to certain 
extensions. Hospitals may be paid either on an in- 
demnity basis (fixed amounts paid to the beneficiary for 
hospital expenses), or on a service contract basis. 


252. Professional and technical administration would be 
under the United States Public Health Services, with 
basic administration and financial aspects under the 
Social Security Board. Rules and regulations would be 
issued by the Surgeon General who would make con- 
tracts with the physicians, hospitals and others. There 
would be two national advisory bodies; the Federal 
Social Security Advisory Council would represent em- 
ployers, employees and the public and would be re- 
sponsible to and appointed by the Social Security Board. 
The National Advisory Medical and Hospital Council of 
sixteen members would be appointed by the Surgeon 
General and would be advisory to him on professional 
and technical matters. Professional and other organiza- 
tions eoncerned with medical and other services would 
submit panels from which these members would be 
selected. The plan would be contributory, there being 
a pay-roll deduction of 6% (up to annual earnings of 
$3,000) and employers would contribute a correspond- 
ing amount. Self-employed persons would pay 7% but 
would not receive unemployment benefits. 


253. Much of the opposition to this measure, aside from 
the widespread antipathy to compulsory social security 
measures in general, would seem to be focussed upon 
the extensive powers placed in the hands of the Surgeon 
General who would seem to be given tremendous control 
over the medical profession with respect to size of panel, 
basis and rate of payment, and the drafting of regula- 
tions, and who would be able to ‘‘determine arbitrarily 
what hospitals or clinics may provide service for pa- 
tients’’. Aside from the broad basic consideration of 


whether or not compulsory social security jeopardizes 
the ‘‘ American way of life’’, much of the criticism of 
this measure, just as in the case of some of our Cana- 
dian legislation, may be due to the serious potentialities 
which may arise because of wording which centres too 
much power in an office which under certain conditions 
might be subject to political influence. 
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MISCELLANEOUS 
M.T.C. Camp Borden 


254. On a number of occasions during the year repre- 
sentatives of the Association have visited the Medical 
Training Centre at Camp Borden on the invitation of 
the Commanding Officer. All doctors joining the 
R.C.A.M.C. spend approximately five weeks at this Camp 
taking initial training. On each occasion emphasis has 
been laid on the importance of health insurance develop- 
ments to the younger medical men and women. 


Voluntary Hospital Care Plans 


255. The voluntary hospital care plans have maintained 
excellent progress during the past year. To the three 
plans recognized as Blue Cross plans (%¢., meeting the 
standard with respect to organization, reserves, etc., 
stipulated by the American Hospital Association), two 
others have been added, the Maritime Plan for Hospital 
Care and the British Columbia Plan for Hospital Care. 
The Plan for Hospital Care in Ontario now has a mem- 
bership of 285,000. Altogether there are about three 
score plans in Canada, many being operated by indi- 
vidual hospitals. The larger plans are under consider- 
able pressure from their subscribers and from members 
of the medical profession to include certain surgical 
benefits and also x-ray service where such is not provided. 


Recent Literature 


256. A valuable chronological review of the develop- 
ment of health insurance in Canada with an analysis of 
the present federal measure has been presented in the 
January, March and May issues of The Journal of the 
Canadian Medical Services. These articles were pre- 
pared by Dr. A. E. Archer, LL.D., C.B.E., our Chairman 
of Council. 


257. Two addresses of merit deal with social security 
measures. Speaking before the Board of Trade Club in 
Toronto in November, Mr. H. H. Wolfenden gave a 
masterly address on ‘‘Social Security, Beveridge and 
Health Insurance’’. A limited number of mimeographed 
copies have been available. In March Mr. V. R. Smith, 
General Manager of the Confederation Life Association, 
addressed the Academy of Medicine, Toronto, on 
‘*Health Insurance: a challenge to the medical profes- 
sion’’. This excellent address is to be published in the 
June Bulletin of the Academy. Mr. Smith made refer- 
ence in this address to the financial picture in New 
Zealand; a situation which should give us much food 
for thought. ‘‘There appears to be a steadily rising 
volume of adverse criticism from Boards of Trade and 
business interests. Perhaps one or two figures will 
indicate the reason for the criticism: 


1935 1939 1942 
Total Taxation in 

New Zealand ex- 

cluding war taxes £20,177,000 £32,810,000 £46,226,000 
Taxation per head 
of population, ex- 
cluding war taxes 
Public Debt of 
New Zealand ex- 
cluding Borrowing 
for War (in mil- 
lions of pounds) 


£13-8-2 £21-17-6 £30-16-5 


£280 £304 £342 


258. ‘‘It would seem necessary to study with care any 
of the enthusiastic references we see from time to time 
as to the success of New Zealand’s social security 
legislation. ’’ 

259. A helpful comparison of the Marsh, Whitton, and 
Cassidy proposals for a plan of social security for Can- 
ada are given by Dr. Harry M. Cassidy in the Winter 
issue (1944) of Public Affairs published at Halifax. 
260. The bulletin entitled ‘‘ Health Insurance for Can- 
ada’’ given wide distribution by the Canadian Pharma- 


ceutical Manufacturers Association contains many care- . 


fully prepared arguments against an earlier draft of 
the federal measure. Unfortunately it would seem to be 





almost as much an attack on the medical profession as 
on the federal measure, for the writer has paraded 
various baseless statements made by chiropractors, the 
‘*Medical Liberties League’’ and other bodies in at- 
tacking the medical profession before the Committee on 
Social Security. If it were the desire of this Association 
to gain the support of the medical profession, as seems 
evident from the marked copies broadcast to doctors, it 
hardly seemed judicious to give support to the exag- 
gerated claims of the chiropractors and osteopaths, or 
to the allegation of a labour group which apparently 
fears ‘‘medical domination’’, that ‘‘the whole scheme 
is, in effect a closed shop agreement between our govern- 
ments and the union of medical practitioners’’. 


RECOMMENDATIONS 


It is recommended that: 

1. These studies be continued and that the Com- 
mittee on Economies and its sub-committees be 
authorized to undertake additional studies on 
this general subject, when such seem desirable. 


. That efforts be continued to develop an ade- 
quate program of public relationships, including 
the augmentation of the office staff. 


3. That Divisions act together when health insur- 
ance legislation is introduced in any province. 


4. That we let it be known to all and sundry that 
we intend to adhere to our first principle (new 
draft) nationally and divisionally; in effecting 
this we intend to act as a nation-wide organiza- 
tion. 


5. That a national conference be held between 
representatives of all those organizations giving 
and receiving health services, for frank and full 
discussion of our mutual problems and diffi- 
culties regarding any plan of health insurance. 


261. 


bo 


‘It was agreed that an additional recommenda- 
tion be added to the above,-as follows: 


6. That an actuary be employed to make a study 
of medical costs, including medical education, 
setup for medical practice, general expense of 
practice, provisions for disability and retire- 
ment, ete., which could be used by the profes- 
sion in determining whether or not medical men 
are adequately paid. 
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ADDENDUM 


REPORT ON THE STATISTICAL, ACTUARIAL, 
AND FINANCIAL BASIS OF THE DRAFT 
NATIONAL HEALTH ACT 


To the Executive Committee of the Canadian Medical 
Association: 


263. In accordance with your request that I should 
make an examination of the statistical, actuarial, and 
financial basis of the draft National Health Act, and 
advise you thereon, this Report gives a summary of my 
conclusions with respect to the basis of the proposed 
legislation in its present form. 
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264. (1). The problems encountered in estimating the 
costs of ‘‘health insurance’’ plans of every kind— 
whether such plans are those of voluntary organizations 
or of Governments—involve inevitably a primary esti- 
mation, on a proper actuarial basis, of the ‘‘rates’’ or 
‘‘probabilities’’ of the sicknesses to be covered by the 
plan, with the object of determining the types and 
amounts of sicknesses for which benefits in cash or in 
kind will be provided under its rules and regulations, 
and the consequent monetary outlays necessary for the 
financial support of the proposals. The essential nature 
of such estimates as the only sound method of surveying 
the probable costs of any scheme obviously cannot be 
diminished in any degree by merely altering the groups 
of persons contributing to its support, or the proportions 
in which they do so; the costs of the entire plan, as 
they are likely to emerge under the regulations and 
coverages suggested for it, must in the first instance 
provide an indication of its practicability and advisa- 
bility in the national or localized economy—the manner 
in which those total costs may be apportioned amongst 
the various groups affected (indigents, wage and salary 
workers, persons of independent means, non-working 
children and retired persons, and the whole body of 
taxpayers) is obviously a question to be settled sub- 
sequently by agreement. It is important to emphasize 
this point, because certain estimates of the total costs 
anticipated under the suggested Bill have been put for- 
ward some time ago and have not apparently been 
changed, whereas recently the mere apportionment of 
these costs amongst the various affected groups has been 
altered radically This recent suggestion that the ap- 
portionmert should be changed so that the individual 
would appear to pay only a small flat amount plus a 
percentage based on income does nothing, of course,. to 
clarify the question as to the validity of the stated 
figures of over-all costs, and does nothing to solve the 
related problem of the residuary costs (not provided by 
those individual contributions) which will have to be met 
as an ultimate charge upon the taxpayers. The first 
requirement in any reasoned estimates therefore con- 
tinues to lie in the basic estimate of the over-all costs 
which are likely to be encountered, and subsequently 
apportioned, under the suggested provisions of the Bill. 


265. (2). With respect to these over-all costs, it has 
been stated officially before the Special Committee on 
Social Security of the House of Commons that ‘‘the 
cost of illness in Canada is known—a special study was 
made by the Bureau of Statistics in 1935, and the figure 
was $240,500,000; the [Advisory] Committee adjusted 
this figure to the population of 1938, the last complete 
non-war year; calculations in the report [of the Advisory 
Committee] were based on that year. To determine the 
average contribution which must be obtained, it was 
necessary to make a rough distribution of the cost of 
sickness for the whole population among the number 
of adults 16 years and over. The result is $26.45 per 
capita per annum. It has been deemed both convenient 
and not misleading to use the round figure of $26.00 a 
year for each adult’’. 


266. These statements have been invoked repeatedly as 
furnishing a major part of the basic evidence in sup- 
port of the financial structure of the Bill. The 1935 
cost of $240,500,000, however, was necessarily related 
only to the costs incurred in respect of illness under 
present conditions of medical practice, and would there- 
fore be a considerable understatement of the costs which 
would be encountered in a State-sponsored plan under 
which every ailment would be treated immediately at 
no increased direct cost to the patient regardless of the 
extent or duration of the treatment. The $240,500,000 
estimated for 1935 under the conditions which then 
existed, its adjustment to 1938, and especially the $26.45 
and the round figure of $26.00 derived from it, con- 
sequently can give no sound basis for the rate structure 
of any comprehensive medical care plan, whether on 
an insurance basis or otherwise, such as that envisaged 
in the Bill. No estimate appears to have been made, 


or warnings issued, concerning the extent to which the 
$240,500,000 would be increased if every person through- 
out Canada could claim without restriction upon funds 
provided under a government Bill. 


267. (3). Although the over-all costs of illness have 
thus been presented as an indication of the extent to 
which persons have in the past availed themselves of 
the present methods of providing medical care, the 
Advisory Committee’s Report states that ‘‘the total 
operational cost is placed at $21.60 per capita per year’’, 
to which is added 10% or $2.16 for administrative 
costs, making the $23.76 per capita for the entire popula- 
tion which is given in the ‘‘Tentative Estimate of the 
Cost of Health Insurance in Canada Mainly on the 
Basis of Conditions in 1938’’ (p. 488 of the Report). 
These important fundamental figures are stated without 
the accompanying publication of supporting evidence of 
any kind. 

268. It is, of course, well known that the figures them- 
selves lie close to certain costs which have been demon- 
strated in practice under the provisions of several 
voluntary medical care plans already operating in Can- 
ada and elsewhere. . The cost experiences of these closely 
controlled voluntary plans, however, with their various 
exclusion clauses and differing coverages, would be a 
guide to the costs under an all-inclusive State-sponsored 
scheme, with its extensive opportunities for claims and 
with benefits mainly unlimited in both character and 
duration, only after the careful introduction of the 
necessary differential factors. While it must be assumed 
that the Advisory Committee, in placing the ‘‘opera- 
tional cost’’ at $21.60, was aware of the importance of 
these cost figures of existing voluntary plans, and of 
the necessity for thus modifying them, it is suggested 
that the first-hand experiences of the administrators of 
the various Canadian voluntary systems is so essential 
to a proper analysis and understanding of their figures 
that their evidence should be made available in person 
to the Parliamentary Committee. Only through such 
personal evidence can the complete picture of these 
costs, and especially of the influences which determine 
them, be brought up to date and made available for 
the information of that Committee and all interested 
parties. The material with respect to these functioning 
plans which so far has been read into the evidence be- 
fore the Parliamentary Committee does not give any 
complete picture of the knowledge which has been 
gained from their operations. 

269. (4). In the analyses of this $21.60 and $23.76, 
and of the comparable costs which, mutatis mutandis, 
have been demonstrated in these practical operations, it 
is essential to establish the various components of cost 
with respect to the doctors, surgeons, dentists, nurses, 
hospitals, druggists, and others who would be required 
to provide the services under the proposed Bill. The 
scales and levels of remuneration of all these groups 
supplying services will depend ultimately upon the 
accuracy of prediction of these cost components; for 
example, if the apportionment for the remuneration of 
doctors should be too low or too high, the inevitable 
result would be grave dissatisfactions and the develop- 
ment of pressures for adjustment which would jeopardize 
the success of the entire plan contemplated in the Bill. 
It is therefore particularly important that further 
analysis and evidence should be provided with respect 
to the component parts of the $21.60 as they would 
appear under the new conditions of medical practice 
which would emerge under. the Bill. 


270. (5). In this further analysis of expected costs it 
would be advisable to employ, in my opinion, both of 
two different and yet related methods of approach, 
namely, (@) the development of appropriate ‘‘ morbidity 
rates’’, with subsequent calculations of the expected 
average days of sickness for which services would be 
required under the provisions of the Bill, and their 
ultimate translation into estimated financial cost by 
the use of scales and schedules of remuneration which 
would be appropriate, and likely to be agreed upon, 
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under the altered conditions of medical care imposed by 
the rules, regulations, and penalties of the Bill, and (b) 
the analysis already suggested of the actual cost figures 
shown by the operating voluntary plans, with proper 
adjustments to allow for the differing conditions to be 
anticipated under the Bill. 


271. (6). With regard to (a), the techniques required 
are essentially actuarial. Since this fact is not always 
understood, however, Appendix A of this Report sets 
out authoritative statements concerning actuarial re- 


sponsibilities in this and other fields. There is, of course, 


no space in this Report to set out the actuarial tech- 
niques thus required in the estimation of the costs of 
sickness or health insurance plans; it will be sufficient 
to say that the methods have been developed over many 
years by actuaries under the experiences of friendly 
societies and the British - National Health Insurance 
Acts and their related problems, in my Actuarial Report 
to the British Columbia Government (dated December 
20, 1935) on ‘‘The Amounts of Sickness to be Antici- 
pated . . .’’ under the British Columbia Health In- 
surance Act—which recently has been made available 
by a British Columbia official to the Social Security 
Board in Washington, D.C., and must therefore now be 
considered to be obtainable—and in such papers as that 
by Dr. Arthur Hunter (until recently the Chief Actuary 
of the New York Life Insurance Company, and a Past- 
President of the Actuarial Society of America) and A. 
B. Thompson (Vice-President of Associated Hospital 
Service of New York) in ‘the Transactions of the 
Actuarial Society of America, XLIV (1943), 5, with 
the extensions of actuarial formule therein by Mr. 
Walter Bjorn, F.A.S. Additional information on this 
subject has been set out on pp. 56-70 of my articles on 
‘¢The Canadian Medical Association and the Problems of 
Medical Economics’’ to which reference has been made 
previously. 


272. (7). In the actuarial examination of the entire 
problem which thus, in my opinion, ought to be under- 
taken on these lines, considerable care should be used 
in the technical construction and use of the basic ‘‘ mor- 
bidity rates’? which would form an important part of 
the analysis. The fact that such morbidity rates con- 
stitute a portion of the required material is apparently 
recognized by the Advisory Committee, for on pp. 331- 
336 of their Report the Committee ‘‘endeavors to 
estimate primarily the number of sickness days which 
might incapacitate the people of Canada at all ages 
from their usual vocations and avocations’’, and on 
pp. 333-4 tables are selected for this purpose which, 
as is stated prominently in capital letters, ‘‘should be 
representative for Canada as a whole’’, and on which 
‘*tables 1 to 7 in the Appendix [of the Report] have 
been constructed’’. There is, however, no definite state- 
ment in the Report that the morbidity rates thus selected 
had anything to do with the determination of the basic 
$21.60 which forms the keystone of the financial struc- 
ture of the scheme. The discussion on pp. 331-6, and 
the accompanying tables, nevertheless, show clearly that 
several studies of sickness rates have been examined and 
marshalled towards the conclusion that certain Austrian 
rates, somewhat adjusted, which have been publicized 
by the International Labour Office and were used by 
the Royal Commission on State Health Insurance and 
Maternity Benefits in British Columbia in 1932, will 
give a proper estimate of Canadian sickness experience. 
In my opinion, however, the rates thus put forward by 
the Advisory Committee do not constitute a sound esti- 
mate of the rates or consequent amounts of sickness 
likely to be encountered under the provisions of the 
suggested Bill. My reasons for this view are set out 
in Appendix B. 

273. (8). The Bill, though named The National Health 
Act, is described as ‘‘an Act respecting Health Insur- 
ance, Public Health, the Conservation of Health and 
the Prevention of Disease’’, and the term ‘‘health in- 
surance’’ is used consistently throughout the text. The 
essential characteristics of ‘‘insurance’’ are well estab- 





lished; in this Report reference may be made to pp. 
11-16 of my articles on ‘‘The Canadian Medical As- 
sociation and the Problems of Medical Economics’’, and 
to pp. 16-17 thereof for the distinction between ‘‘ health 
insurance’’ and ‘‘state medicine’’. As this Report is 
to present an actuarial analysis of the Bill, and since 
actuaries are concerned directly with the guidance and 
certification of the finances of ‘‘insurance’’ plans under 
the various Dominion and Provincial Insurance Acts 
governing ‘‘insurance’’, it is properly within the scope 
of this discussion to point out that questions have al- 
ready been raised elsewhere concerning the extent to 
which the Bill does or can create a system of ‘‘insur- 
ance’’, as distinct from a system of ‘‘state medicine’’, 
which can function as ‘‘insurance’’ (in accordance with 
its recognized definitions) within the legislative prin- 
ciples of the British North America Act. The main 
reasons for these doubts are stated in Appendix C. 


274. It is to be remembered, moreover, that the mere 
indication that individual ‘‘contributions’’ might be 
paid to a Provincial ‘‘fund’’ does not of itself create 
an ‘‘insurance’’ plan; and in view of the very large 
Government grants which must result under the legisla- 
tion, coupled with the comparatively small ‘‘contribu- 
tions’’ from the individuals to be covered by it, grave 
doubts have been expressed whether the proposed plan 
is ‘‘insurance’’, or whether, per contra, it is in reality 
a scheme of taxation to which drastic penalties are 
attached. 


275. It will therefore be important for everybody to 
be clear whether the proposed conditional Dominion 
grants, and the individual ‘‘contributions’’ to ‘‘funds’’ 
established by Provincial legislation resulting from this 
Dominion Bill—operated mainly by officials armed with 
penalties—can create ‘‘insurance’’ in any proper mean- 
ing of that word, or whether the Bill in reality creates 
nothing less than universal taxation for the support of 
a State-ordered economy with the ultimate objective of 
bringing all medical practice under a form of ‘‘state 
medicine’ ’. 
CONCLUSIONS 


276. The examination of the statistical, actuarial, and 
financial basis of the draft National Health Act set out 
in this Report accordingly leads to the following con- 
clusions: 


(1) The over-all costs of the proposals require re- 
examination in the light of the very different conditions 
of medical care which the suggested procedures of the 
Bill would inevitably produce, and in the light of the 
sharply higher rates of claim for benefits which would 
necessarily result from the widespread belief that every 
person will be able to make claims upon the funds and 
services without restriction. 


(2) The stated ‘‘operational cost’’ of $21.60, and 
its accompanying 10% or $2.16 for administrative costs, 
making $23.76 in all, per person per annum, similarly 
require supporting evidence and re-examination. 


(3) The first-hand evidence of the administrators 
of the several voluntary medical care plans already 
operating in Canada should be made available to the 
Special Committee on Social Security of the House of 
Commons, so that the various important differential 
factors affecting administration and costs as between 
voluntary plans and the suggested Governmental com- 
pulsions of the proposed Bill may be understood more 
widely by all interested parties. 


(4) The methods of computation required are 
clearly actuarial. In such re-examinations of the over- 
all figures and of the stated operational and administra- 
tive costs, therefore, proper recognized actuarial tech- 
niques should be employed by fully qualified actuaries 
familiar with the problems involved. 

(5) The analyses and conclusions with respect to 
the underlying morbidity rates presented in Chapter 
XII of the Report of the Advisory Committee, and the 
further explanations in support thereof which have been 
submitted by government officials in evidence before 
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the Special Committee of the House of Commons, should 
be re-examined with the object of discarding the in- 
appropriate Austrian, International Labour Office, and 
British Columbia morbidity rate bases which have formed 
the principal data employed by the Advisory Committee, 
and by re-calculating the rates and estimates in the light 
of the more appropriate material available in the many 
actuarial reports and analyses which have been published 
in British Government reports and in British and North 
American actuarial literature. 


(6) Since the proper re-calculation of the esti- 
mates of over-all cost, and of the assumed $21.60 and 
$23.76, would probably result in sharp and substantial 
increases in the rates of claim for benefits to be antici- 
pated, and since the most recent contribution formula 
proposed (%.e., a small flat amount per month plus a 
percentage based on income) must leave a very large 
sum to be met out of general taxation, the ultimate 
burden which would fall upon the taxpayers should be 
re-examined with great care in the light of present and 
future national economic commitments, and with a view 
to determining whether the burdens thus falling upon 
the Dominion and Provincial Exchequers will be accept- 
able to the taxpayers. 


(7) The ultimate burden falling on the taxpayers 
is thus likely to create very difficult pressures within 
the national and provincial economies, and at present 
there is no clear assurance that the funds to be collected 
by contributions will bear any settled relation to the 
costs of the benefits to be provided. The Bill in its 
present form accordingly appears to create the danger 
that certain funds are to be made available, and that 
definite and very widespread benefits are to be promised, 
without, however, any estimate or guarantee of the 
scales of payment which can be offered or maintained 
for the doctors, surgeons, dentists, etc., who will be 
required to provide the services. The history of such 
legislation is that the essential administrative discus- 
sions are likely to degenerate into an impasse concern- 
ing the payments to be made to all those who must 
render the services—for with total funds, on one side, 
limited by the contribution income and the taxpayers’ 
willingness to provide the balance, and with almost un- 
limited benefits, on the other side, being promised by 
the Government to the people at large, the eventual 
payments for services to the doctors and others render- 
ing those services are likely to be squeezed between the 
two, and emerge merely as an unguaranteed residuum. 


(8) Two questions with respect to the general 
form of the Bill are by no means clear, namely, whether 
the legislation in its present form does create a system 
of ‘‘insurance’’ in conformity with the recognized 
definitions of that term, and whether it can do so by 
means of the device employed to circumvent the pro- 
visions of the British North America Act which bring 
‘‘insurance’’ under Provincial and not Dominion 
jurisdiction. 

(9) On the settlement of these questions will de- 
pend the ultimate decision whether the system created 
will be ‘‘insurance’’ or ‘‘state medicine’’. 


HUGH H. WOLFENDEN, 
Fellow, Institute of Actuaries, Great Britain, 
Fellow, Actuarial Society of America, 
Fellow, American Institute of Actuaries, 
Fellow, Royal Statistical Society, Great Britain. 
April 18, 1944. 


APPENDIX A. 


277. The duties and responsibilities of actuaries em- 
brace, according to authoritative definitions, ‘‘all the 
statistical, mathematical, and financial calculations which 
form the basis of any schemes involving the contingencies 
of human life—birth, death, sickness, accident, dis- 
ability, ete.’’ (see p. 13 of my articles reprinted by the 
C.M.A. under the title ‘‘The Canadian Medical Associa- 


tion and the Problems of Medical Economics’’, and 
the Transactions of the Actuarial Society of America, 
XLI (1940), 110); or, according to another definition 
given in 1918 by the President of the British Institute 
of Actuaries at that time, ‘‘all questions involving the 
application of the theory of probability to human af- 
fairs, whether in conjunction with the rate of interest 
or not’’; or, as stated in the Royal Charter of In- 
corporation of the British Institute of Actuaries, ‘‘the 
extension and improvement of the data and methods of 
the science which has its origin in the application of 
the doctrine of probabilities to the affairs of life and 
from which life assurance, annuity, reversionary-interest, 
and other analogous institutions including friendly soci- 
eties derive their principles of operation’’, and ‘‘the 
consideration of all monetary questions involving sepa- 
rately or in combination the mathematical doctrine of 
probabilities and the principles of interest’’. It is 
therefore quite clear that fundamental problems of 
actuarial importance are involved directly in the calcu- 
lations of costs, whether a rate of interest is included 
or not, under all plans, voluntary or governmental, which 
seek to provide benefits, either in cash or in kind, and 
whether of short or long duration, during temporary 
illnesses or permanent disabilities which obviously con- 
stitute one of the most important of the ‘‘ contingencies 
of human life’’ expressible in terms of probabilities. 


278. With regard to this clearly actuarial nature of the 
calculations which are thus involved in determining the 
probable costs of sickness or health insurance plans of 
every kind, by reason of their dependence upon the 
underlying probabilities or rates of sickness for which 
payments or services must be rendered under such plans, 
it should be noted carefully that no relief from the 
actuary ’s responsibility in this field is to be gained from 
the suggestion—which has been made by a government 
official before the Special Committee on Social Security 
of the House of Commons—that the issues involved are 
‘*statistical’’ and not ‘‘actuarial’’, or from the accom- 
panying suggestion that, being represented as purely 
‘*statistical’’ issues, they are consequently ‘‘quite 
beyond the sphere of actuarial technique, where an 
actuary might be of some help’’. The fact is that there 
is no such sharp distinction between ‘‘statistical’’ and 
‘‘actuarial’’ issues as can lead to any exclusion of 
actuarial techniques from health or sickness insurance 
problems. If evidence in support of this view should 
be desired, it is to be found in the following quotation 
from the official Year Books of the British Institute of 
Actuaries, where, with reference to the National In- 
surance Acts in Great Britain, the Institute states that 
‘‘actuarial advice and supervision is a first essential’’, 
and that ‘‘the actuary’s training in the practical treat- 
ment and interpretation of statistical data renders him 
peculiarly fitted to advise on problems arising out of 
those social and other phenomena which are susceptible 
only of statistical measurement’’. It is well to remem- 
ber that the actuary’s work, which is essentially of a 
mathematical-statistical nature, is differentiated from 
that of the ‘‘statistician’’ mainly in that the actuary 
is concerned with the contingencies of human life (as 
explained earlier in this Report), whereas the non- 
actuarial ‘‘statistician’’ ordinarily deals, and by some- 
what different methods, with problems which do not 
involve human probabilities. The actuary, and not the 
‘*statistician’’, must take the responsibility of handling 
sickness or health insurance problems. The problems so 
coming within the purview of the actuary are frequently 
very difficult, and sometimes even baffling—but obviously 
it is the actuary’s duty to face them, to give the 
soundest and most objective advice of which he is 
capable, and to state whatever reservations may be neces- 
sary on all points for which no reasonable estimate can 
be made. 


APPENDIX B. 
279. In examining the problem of morbidity rates, the 


Advisory Committee mentions the following data: (4) 
‘*Rates of sickness by age groups from the Austrian 
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sickness experience for compulsory iusurance funds 
made from 1906 to 1910—these rates have been adapted 
to the North American experience tables of insurance 
companies’’; (ii) ‘‘the studies of sickness in the Civil 
Service of Canada, 1935-36 to 1938-39’’; (wi) a sick- 
ness ‘‘census’’ taken in Montreal in 1926; (iv) a brief 
statement with respect to certain morbidity statistics in 
the United States, which, however, are not analyzed in 
any detail; (v) average morbidity days published in 
connection with the Health Insurance Act which was 
proposed in Alberta in 1935; and (vt) the modified 
Austrian rates used by the British Columbia Commis- 
sion in 1932. The Committee is also careful to point 
out (on p. 333) that (vii) ‘‘the English actuaries’ 
tables were discarded because they were based upon the 
experience of an English Friendly Society rather than 
upon compulsory Health Insurance’’. 


280. It is essential to make the following observations 
on this presentation of material: 


(1) The modified Austrian tables selected for ap- 
plication to the estimation of the amounts of sickness to 
be anticipated under the comprehensive coverage of the 
proposed Bill are the same tables which were employed 
in the Final Report of the Royal Commission on State 
Health Insurance and Maternity Benefits of British 
Columbia in 1932 (pp. 35-39). Those tables, as stated 
in the British Columbia report, were constructed by 
modifying (in a manner, however, which was not fully 
described) certain rates which had been published in 
the International Labour Office Study No. 6 (Series M) 
on ‘‘Compulsory Sickness Insurance’’ at Geneva in 1927. 
The tables thus included by the International Labour 
Office comprised (a) ‘‘Kinkolin’s Table’’, derived from 
the data of Swiss Insurance Funds in 1880, in which 
benefits were payable from the beginning of sickness 
for a maximum period of 18 months; (b) ‘‘Moser’s 
Table’’, based on the Bernese Cantonal Sickness In- 
surance Fund, covering benefits for not over 1 year; 
(c) ‘‘Janse’s Table’’ of the Amsterdam General Sick- 
ness Fund, from data for 1888 to 1897; (d) the 
‘¢ Austrian Table’’ derived from the data of compulsory 
funds from 1906 to 1910, for which it was considered 
that the various waiting and benefit periods ‘‘might be 
taken to refer to a maximum benefit period of 20 weeks 
and a waiting period of 3 days’’; and (e) British 
tables given in the Report for 1912-13 on the Admin- 
istration of the National Insurance Act (Part 1, Health 
Insurance) (Cmd. 6907). 


281. In thus founding their selection of basic material 
on this publication of the International Labour Office, 
the British Columbia Commission evidently did not 
understand the nature of the tables mentioned, while 
also it was obviously unfamiliar with other much more 
important material derived from English-speaking coun- 
tries. For example, on p. 35 of the Commission’s Report 
the statement is made that ‘‘the restrictions or other 
features’’ affecting the important 1893-97 Sickness and 
Mortality Experience of the Manchester Unity Friendly 
Society ‘‘are unknown to us’’—despite the fact that 
this experience is one of the most significant analyses 
ever published, that it has been used, with proper modi- 
fications, very widely in practical sickness insurance 
work, and that its characteristics are thoroughly under- 
stood by all qualified actuaries. The Commission, more- 
over, seemed to be unaware of the existence of the great 
volume of other data respecting morbidity rates which 
is to be found in the Journal of the British Institute 
of Actuaries and the Transactions of the Actuarial 
Society of America, and in particular they made no use 
of the essentially important 1923 and 1927 Sample Ex- 
periences, and related data, under the British National 
Health Insurance Acts, which revealed many of the in- 
fluences affecting the operation of sickness insurance 
under compulsory rather than voluntary coverage. In 
this Appendix space is not available for any detailed 
analysis of the exceptionally valuable material which 
was thus ignored by the British Columbia Commission 
in 1932; it will suffice to say that such a detailed 


analysis is presented in my 1935 Actuarial Report to 
the British Columbia Government on ‘‘The Amounts of 
Sickness to be Anticipated . . .’’, and that the con- 
clusion is there stated that the conglomerate rates em- 
ployed by the British Columbia Commission ‘‘were not 
obtained in accordance with sound actuarial principles, 
and that they do not give adequate weight to the many 
different factors . . .’’, so that ‘‘the basis and con- 
clusions of the British Columbia Royal Commission are 
consequently, in my opinion, not appropriate for the 
estimation of the amounts of sickness to be expected 
under the provisions of the draft [British Columbia] 
Bill or any similar scheme’’. Since the British Columbia 
rates have been used by the Advisory Committee, as 
already explained—and as is also very evident from the 
similarity of wording in the Reports of the British 
Columbia Commission and the Advisory Committee—it 
follows that, in my opinion, the basic morbidity rate 
assumptions embodied in the presentation of the Ad- 
visory Committee in Chapter XII (pp. 331-336) of its 
Report do not constitute a sound actuarial estimate of 
the rates or consequent amounts of sickness likely to be 
encountered under the provisions of the suggested Bill. 


282. In particular, it must be observed that the con- 
glomerate morbidity rates thus used by the British 
Columbia Commission and the Advisory Committee take 
into direct account only the factors of sex, age, and 
maternity—the influences of the waiting and benefit 
periods being hidden to an unmeasurable degree, and 
many other factors being ignored altogether. The 
proper actuarial estimation of the rates and amounts of 
sickness to be expected under any sickness or health 
insurance plan, voluntary or Governmental, should be 
based upon the best possible employment of factors 
which take into account the following important in- 
fluences, which affect the ultimate estimates to varying 
but significant degrees: (a) Age; (b) sex; (c) marital 
condition; (d) occupation; (e) the extent of unemploy- 
ment; (f) the rate of mortality; (g) the localities in 
which the sicknesses occur; (h) the ‘‘ waiting period’’; 
i.€. the number of days of sickness which must elapse 
before payment or service under any claim will com- 
mence; (7) the ‘‘benefit period’’, i.e. the time during 
which benefits will be paid, with due allowance for the 
rules governing qualification and with respect to re- 
qualification after exhaustion of the primary benefit 
period; (j) the relation of the character and the amount 
of the benefits to the income normally earned by the 
claimant prior to the occurrence of the sickness; and 
(k%) the methods and organization for administration. 
The manner in which these several important factors 
should be taken into account in estimating probable 
sickness costs under cash benefit provisions is discussed 
at length in my British Columbia Report. While certain 
variations and extensions of detail are obviously re- 
quired in similarly estimating the costs of plans pro- 
viding benefits in kind—particularly with respect to the 
scales of remuneration of those rendering the services—- 
the general principles are the same. The point of im- 
mediate importance to be recorded in this Report is 
that they apparently were not taken into account in any 
direct or adequate manner in settling the basic rates 
used by both the British Columbia Commission and the 
Advisory Committee. As an example of their signifi- 
cance, the average basic rates employed for ages 16 to 
70 by the British Columbia Commission, and repeated 
by the Advisory Committee, are 7.67 for males and 
8.65768 for females (including confinements); my 
actuarial investigation of the average basic rates ap- 
propriate to the conditions of the cash benefits under 
the British Columbia Bill resulted in corresponding 
rates of 11.1 and 12.1—respectively 45% and 40% 
greater (see my Report on that Bill, and ‘‘ The Canadian 


Medical Association and the Problems of Medical 
Economies’’, p. 64). 


(%) With regard to the Civil Service data given 
on p. 332 of the Advisory Committee’s Report, the 
average days of sickness per person per annum are 
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shown as 7.6 in 1938-39, with the observation (which 
is quite proper) that ‘‘this study covered a_ selected 
group of the population, in the upper salary brackets, 
where the salary scale is such that the normal neces- 
sities of life are fairly plentiful and the resulting sick- 
ness rate probably lower than that which would be 
encountered in the population at large in Canada’’. 
It is therefore strange to read, after that dismissal of 
an average rate of 7.6 as being evidently too low, that 
the modified Austrian rates, which for all ages were 
7.767 for males, 7.4992 for females including confine- 
ments, and 6.145 for females excluding confinements, 
were (as is shown in the tables, and in the text) taken 
as ‘‘a fair index of the true sickness situation in each 
locality’’ in Canada (p. 335), and that a corresponding 
rate of 7.65 (inappreciably greater than the 7.6 Civil 
Service rate which had been dismissed) was finally 
stated on p. 336 as being ‘‘representative of the indi- 
vidual citizen of Canada’’. 


(tit) The Montreal sickness material of 1926 was 
collected by a ‘‘census’’ method, and was not used by 
the Advisory Committee because ‘‘the incapacitation 
rate is naturally high’’ [8.9 days on the average for 
males and 10.1 for females], since the data covered only 
‘‘French-Canadians from two parishes in the poorer 
section of the city of Montreal’’. A much more im- 
portant criticism, however, of sickness rates obtained 
by such ‘‘census’’ methods at a particular point of 
time—here the month of December, 1926—has been 
voiced by one of the greatest authorities, namely, the 
late Government Actuary of Great Britain, who has 
stated (Journal of the Royal Statistical Society, XO 
(1927), 467-8) the sound actuarial opinion that he did 
‘¢not think that an authoritative exposition of the growth 
of sickness with age can be thus obtained’’, and that 
such a method should not ‘‘attain a degree of authority, 
as a valid statistical method of enquiry, to which... 
on the facts of the case it is hardly entitled’’ (see 
also my Actuarial Study No. 3 on ‘‘ Population Statistics 
and their Compilation’’, p. 142, published by the 
Actuarial Society of America). 


(iv) The discussion of United States morbidity 
statistics makes only brief mention of several publica- 
tions, without any detailed analysis of their applica- 
bility, while it fails to include a considerable body of 
material which is available in the actuarial literature. 
Such publications as are mentioned appear to have been 
used in order to support the view that the average days 
of morbidity may be taken for all purposes in the gen- 
eral neighbourhood of from 7.1 to 8.4, and so would 
appear to provide support for the 7.767, 7.4992, 7.65, 
etc. rates taken from the British Columbia reports. 
The manner in which the United States material has 
thus been used renders it of no value in the Com- 
mittee’s report. 


(v) The average morbidity rates quoted from the 
Alberta Reports in 1935 were based on rates similar to 
those used by the British Columbia Committee in 1932, 
so that they do not constitute any addition to the data 
available. This fact, however, is not mentioned in the 
Advisory Committee’s report. 


(vt) The nature, and, in my opinion, the inap- 
propriateness, of the modified Austrian rates used by 
the British Columbia Commission in 1932 have already 
been discussed in sub-section (4) of this Report. 


(vit) With regard to available British tables, the 
British Columbia Commission made the following ob- 
servation on p. 35 of its Final Report: ‘‘We have dis- 
carded the English actuaries’ table because it is based 
upon the experience of a friendly society (the Inde- 
pendent Order of Odd Fellows, Manchester Unity) from 
1893 to 1897, before compulsory health insurance was 
introduced into Great Britain’’. The ‘‘English actu- 
aries’ table’’ here mentioned comprises the sickness 
rates constructed from the Manchester Unity Experience 
for the purposes of the National Health Insurance Act 
(see the Report for 1912-1913 on the Administration in 


England of the National Insurance Act, Part 1—Cmd. 
6907; and Journal of the Institute of Actuaries, 
XLVITI, 109); the designation ‘‘English actuaries’ 
table’’ is copied from the International Labour Office 
publication on ‘‘Compulsory Sickness Insurance’’, p. 
442, although the table is never so referred to amongst 
actuaries. On p. 333 of the Advisory Committee’s 
Report these same statements, including the appellation 
‘‘English actuaries’ tables’’, are repeated, and the basis 
and presentation of the British Columbia Commission’s 
rates are accepted without reservation in the capitalized 
statement that ‘‘it would seem that morbidity rate 
tables thus constructed [as by the British Columbia Com- 
mission] should be representative for Canada as a whole, 
and it is upon this basic principle, therefore, that the 
Tables 1 to 7 in the Appendix have been constructed’’. 
It is consequently of urgent importance to point out 
that both the British Columbia Commission and the 
Advisory Committee, in so dismissing the English tables 
to which they refer without mentioning the later and 
vastly significant tables based on the Sample Experiences 
under the British National Health Insurance Acts, and 
related data, have failed to notice one of the most 
comprehensive and invaluable bodies of data which has 
yet been accumulated. This fact was brought out 
clearly in my Report on the British Columbia Health 
Insurance Act already mentioned; and it is, of course, 
well known to all qualified actuaries. 


APPENDIX C. 


283. The Bill proposes to make conditional grants to. 
those Provinces, and only to those Provinces, which adopt 
substantially a ‘‘Draft for a Health Insurance Act’” 
which is set out in extenso in the Second Schedule of 
the Bill; and the Bill is so drawn that a Province would 
receive the grants for general ‘‘ public health’’ services: 
only if it passes ‘‘health insurance’’ legislation sub- 
stantially in the terms laid down in detail by the- 
Dominion Government. Under the British North America 
Act, however, the conduct and business of ‘‘insurance’’, 
as affecting ‘‘property and civil rights’’ under section 
92, have repeatedly been held to fall within the Pro- 
vincial legislative powers; but the Dominion Government 
seeks by this device of conditional grants to persuade- 
each Province to proceed on lines prescribed by the- 
Dominion Government, under the implied penalty of not 
receiving certain grants if it does not do so. It re- 
mains to be seen what the ultimate position of that- 
device may be under the British North America Act.. 
The question is obviously important in relation to every 
actuarial and financial discussion of the proposed Bill, 
for upon the validity of the device will depend the whole. 
problem of the extent to which a Dominion-sponsored’ 
and controlled scheme of ‘‘health insurance’’ can: 
thereby be created at all. 


H.H.W. 


Re Metuop oF INITIATING A PLAN oF HEALTH 
INSURANCE 


The opinion was expressed that it would not- 
be practicable to introduce at one and the same. 
time, a nation-wide scheme of complete health 
insurance, taking into consideration the ad-- 
ditional hospital facilities which would have to: 
be provided. 


After considerable discussion of the matter, . 
it was duly moved, seconded and agreed: 


Tat, whereas the problems involved in organizing - 
a plan for Health Insurance within a province are nu- 
merous and uire adequate time for consideration, 
the Canadian Medical Association recommends that, if” 
any Federal Bill is to be enacted which would enable any- 
province to initiate a plan for Health Insurance, the said! 
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Federal Bill should contain a clause fixing a date after 
which it would become operative, provided that such 
date shall not be before the demobilization, as far as 
possible, of necessary technical and professional personnel 
is well under way; and that this resolution be passed to 
the nine Divisions. 


MEMORANDUM FROM Doctor LESLIE KILBORN 


A memorandum was received from Dr. 
Leslie G. Kilborn, Director of the College of 
Medicine and Dentistry, West China Union 
University, and Official Adviser to the Canadian 
Ambassador in China, suggesting that the 
Government of Canada be requested to set up 
a Sino-Canadian Foundation through which 
steps could be taken towards the training of 
sufficiently large numbers of physicians, nurses, 
dentists, etc. to meet China’s health needs. 

Having carefully considered the memorandum 
from Dr. Kilborn and recognizing the merits 
of the proposal, it was agreed that the matter 
be passed to the Prime Minister of Canada for 
sympathetic consideration. 


IncoME Tax ON Back SALARY 


A number of municipal doctors in Western 
Canada did not receive their full salary during 
the years of depression. The back salary is 
now being paid up and the doctors are being 
charged income tax on it as though it were 
money earned in the year in which it is being 
paid. 

It was the opinion of General Council that, 
if this matter cannot be remedied in any other 
way, steps should be taken to seek an amend- 
ment to the Income War Tax Act. It was 
agreed that the whole question be taken up 
with the Minister of Finance. 


Facutty oF MEDICINE, UNIVERSITY OF 
BRITISH COLUMBIA 


The following resolution was duly moved 
seconded and carried: 


Tat, in view of the shortage of doctors in oo 
and the overtaxed facilities for undergraduate and po 
graduate training, General Council of the Chelios 
Medical Association places itself on record as endorsing 
the efforts being made by the British Columbia Division 
towards the establishment of a Faculty of Medicine in 
the University of British Columbia. 
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